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Introduction to the portfolio
This portfolio contains a collection of work completed during the Doctorate of Psychology 
(Psycho) clinical training course.
Volume I is comprised of three dossiers; academic, clinical and research. The academic 
dossier comprises of two essays, two problem-based learning accounts and two personal 
and professional learning discussion account summaries. The clinical dossier comprises of 
an overview of clinical experience gained throughout the three years, four case report 
summaries and a summary of the oral presentation of clinical activity. The research dossier 
comprises of the service related research project, the major research project, a research log 
and an abstract of the qualitative research project.
The work contained in this portfolio reflects the breadth of work undertaken throughout 
the course with diverse client groups, a variety of presenting problems and psychological 
approaches taught during the three years. Within each dossier, the work is presented in the 
order in which it was completed to illustrate the development of academic, clinical and 
research skills during the period of training.
All personal and identifying details of clients or services have been removed or changed in 
this portfolio in order to maintain confidentiality and anonymity.
Copyright Statement
No part of this portfolio may be reproduced without permission of the author, except for 
legitimate academic purposes. © Rupa Kataria
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Outline of essay
This essay will firstly inform the reader of my reasons for choosing this essay title. Secondly, I 
will highlight who I am as I feel this is important to my position in the essay. I will then 
discuss my personal position and the issues that are pertinent to me and in the role of a 
Trainee Clinical Psychologist. Following on from this, I will outline the historical context of 
the DSM, in terms of the relationship between psychiatry and diagnosis. I will define the 
DSM and then expose the reader to some advantages and disadvantages of utilising 
diagnosis and the DSM. I shall then discuss potential issues that may arise for psychiatrists, 
clinical psychologist and service users if the DSM was burned. I would like to inform the 
reader that as a Trainee Clinical Psychologist, I have found it difficult to consider the issues 
that may arise for psychiatrists due to having a limited understanding of their role. 
Therefore, the essay gives more weighting to the sections that consider my personal 
position, issues raised for clinical psychologists and service users. Finally, a conclusion will 
sum up the main arguments that have been presented in the essay.
Reasons for choosing this essay title
I chose this essay title because I found the visual image of the DSM burning on the 
Psychologist magazine cover thought provoking and I experienced a mixed emotional 
response. As a Trainee Clinical Psychologist, I felt empowered as I considered how the roles 
of clinical psychologists and psychiatrists could change impacting upon service users and the 
NHS as a whole system. I felt anxiety as I contemplated whether without the DSM 
framework, there would be less clarity in the way in which health care professionals would 
work. From a personal position, I experienced relief thinking how limitations of the DSM 
could be acknowledged and possibly addressed. I wondered whether burning the DSM 
would have a positive effect upon service users generally, society's attitude towards 
diagnosis and the concepts of 'normal' and 'abnormal'. Through working in a therapeutic 
community within a medium secure unit for men with Dangerous and Severe Personality 
Disorder (DSPD), I have learned about the initiatives, both political and social, which have led 
to this construct of DSPD. I have learned how diagnosis of personality disorders is 
controversial, problematic to reach and stigmatising for clients, due to the idea that a 
judgement is made regarding a personality being disordered.
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Who am I?
I feel my ethnic identity as a British Indian woman has influenced my decision to choose this 
essay title and my position within this essay. Due to belonging to multiple cultures and being 
multilingual, I feel my identity is a fusion of contrasting cultures and values. I believe the 
term 'between two cultures' accurately describes the status of my identity. I interpret this 
term as meaning someone who cannot claim to belong to one culture only. This has helped 
me think of 'difference' and relate well to people and clients. According to Allport (1954) and 
Sartre (1975), the process of building self-definition and developing a sense of self occurs 
through contrasting ourselves with others, leading to an awareness of difference. The 
merging of these cultural identities combined with an upbringing in an Indian family context 
within a western society has sometimes felt to be a 'culture clash'. Morals, cultural values, 
ideas and societal lifestyle have not always been compatible. These factors in my upbringing 
and world view have led me to be passionate, yet critical of western psychology and 
psychiatry and its applicability to clients from diverse backgrounds.
My personal position
In my view, the DSM should be burned because cultures conceive mental illness differently 
and in accordance to its dominant beliefs. Historically, the British psychiatric tradition views 
a person from the outside and compares them to others. In contrast, the influence of 
psychoanalytic views upon psychiatry in the USA has meant that American psychiatrists have 
reported higher levels of abnormality, as they consider persons to be more internally 
distressed (Kendell, as cited in Littlewood & Lipsedge, 1999). People experience and 
communicate their psychological distress according to their culture of origin. They also 
consider their GP's mode of responding. Hence, people function and align themselves to the 
concept of mental illness in a way that is culturally specific and how they expect to be 
treated (Focault, as cited in Littlewood & Lipsedge, 1999).
My personal experiences within my ethnic culture also support my view to have the DSM 
burned. I have learned that different ideas exist regarding 'normal' and 'abnormal'. Through 
others, I have had exposure to the negativity around diagnoses, in particular the self blame, 
stigma and shame. I have witnessed the reluctance to voice psychological distress to the 
family, community networks and professionals. I feel that ethnic and diverse groups are 
often misunderstood, as they do not 'fit ' into the realms of western psychology, particularly 
the diagnostic system. Due to the subjectivity present in human perceptions, inaccuracies
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around diagnosis are inevitable. Research on cross-cultural assessment, diagnosis, and 
treatment with underrepresented and marginalized groups has exposed the limitations of 
the DSM. Clinicians have over diagnosed, under diagnosed and misdiagnosed clients from 
marginalized groups (Lonner & Ibrahim, 2002). Non-Europeans, in particular Asians have 
been found to present with a higher level of physical problems than psychological symptoms 
when psychologically distressed. With this is mind, the DSM can be viewed as not having 
good cross cultural validity, as it focuses mainly upon psychological symptoms and difficulties 
(Wilson & McCarthy, as cited in Littlewood & Lipsedge, 1999). Black patients have been 
found to accumulate multiple diagnoses from British psychiatrists. This may be because, in 
terms of their presentation, they do not typically fit the DSM categories. Consequently, they 
are adversely affected through the process of changing diagnoses (Lipsedge & Littlewood, 
1979).
Psychiatrists often disagree on a diagnosis, even when conversing in the same language. 
Critics have questioned the reliability of psychiatrists when trying to assess problems for a 
diagnosis when the person is from a different society with a different native language 
(Littlewood & Lipsedge, 1997). Research has highlighted that when persons are interviewed 
in a language that is not their native, they are more likely to be diagnosed with a disorder. 
Difficulties articulating oneself in an unfamiliar language can be evident through slow speech 
and pauses. These difficulties can be mistaken for symptoms of a disorder, such as 
depression or psychosis (Carkhuff & Pierce, as cited in Littlewood & Lipsedge, 1999). 
Research has found that the social class and colour of professionals can affect the dynamics 
of an interaction with a patient and affect the diagnosis process. Patients often feel more 
comfortable in disclosing information when a professional is the same ethnic group and class 
to them (Sue, 1998). I think it is helpful to think of diagnosis as 'a hypothesis that needs to be 
tested and refined' (Clare, 1976). I feel remaining curious about a person may help 
psychiatrists diagnose more accurately and help professionals understand the client 
holistically. This is important when assessing all clients, but especially those from ethnic 
backgrounds. In order to work well with diverse patients, it is important to look beyond 
diagnosis. This would enable social contexts and subjective experiences of the person to be 
understood. In particular, this would enable psychiatrists to understand the person and their 
difficulties, not explain them (Littlewood & Lipsedge, 1999).
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I hold the position of being anti-diagnosis, as I feel the DSM does not always have good cross 
cultural applicability and validity. However, I do recognise that when individuals are severely 
distressed and require urgent professional attention, a diagnosis can be useful in terms of 
ensuring the person gets help. I consider a future opportunity to contribute to the cross- 
cultural application of psychology as appealing. However, I perceive this to be difficult to 
achieve, partly due to diagnosis. I feel burning the DSM may help minimise social exclusion 
and the stigma of diagnosis, which acts as a barrier to people accessing services. I strongly 
believe that Psychology services cannot be fully utilised unless they are recognised, 
understood and appreciated by others.
History of psychiatry and diagnosis
In order to understand the potential impact of the DSM burning on psychiatrists, it is 
important to consider a definition of diagnosis, the historical context of diagnosis and the 
evolvement of the DSM. The term diagnosis has strong connections with medicine and the 
medical model. Diagnosis involves a clinician identifying a disease through examination of its 
signs and symptoms in order to provide a classificatory label. It also analyses the aetiology 
and nature of a disease or condition (Double, 2001). Kleinman (1988) has highlighted a 
conceptual difference between a disease and an illness. A disease can be considered to be 
arising out of physical pathology, where as an illness becomes evident through clients' 
complaints. Szasz (1972) believed that mental illness is a myth due to his perception of illness 
as a physical pathology only.
Changes in social policies and professional practices over the years have greatly influenced 
the perception and management of the mentally ill. The medical model emerged in the 
nineteenth century and believed that psychopathology is born out o f natural causes, which 
can be traced using empirical science (Focault, 1980). A sensible way of understanding 
psychopathology was to embrace diagnosis through scientifically robust systems. Similarly, 
treatment and rehabilitation should be through scientifically proven methods (Khilstrom, 
2002). Psychiatry has been criticised for making diagnosis of problems of the mind, as a 
medical diagnosis is often linked to a bodily dysfunction (Clare, 1976). In the nineteenth 
century, Kraeplin was a prominent figure, both as a psychologist and a psychiatrist. He 
classified mental illness by course and aetiology (Shorter 1997). Kraeplin & Diefendorf 
(1904/1907) categorised mental illnesses into fifteen categories, many of which are known
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today (as cited in Khilstrom, 2002). Psychiatry was seen as powerful and able to safeguard 
good health of the population (Focault, 1980).
Whilst the dominant model of mental illness in psychiatry has been largely biomedical, 
Meyer (1951/2) held a unique position, which was in the minority. Meyer's theoretical model 
was called psychobiology, which had a biopsychological approach to diagnosis in psychiatry. 
Meyer was sceptical of Kraepelin's views regarding the biological basis of dementia and 
praecox. During psychiatric assessment, his emphasis was upon understanding the person 
and obtaining more in-depth information on the person's problems. He placed less emphasis 
on diagnosis and held the view that a diagnosis may not be feasible if sufficient 
understanding is not obtained through assessment. During assessment, the person's 
problems would need to be managed regardless of the potential diagnosis. I consider this 
viewpoint as valuable because it resonates with a holistic approach to understand a person, 
which I have utilised in my clinical work. The twentieth century witnessed the birth of many 
diagnoses and disputes regarding the role of psychiatry in mental health services. This was 
due to the rise in the involvement of other professionals in services with alternative 
perspectives to the medical model (Pilgrim, as cited in Baines & Bowl, 2001).
The origination of the DSM
The DSM was born out of Kraeplin's ideas despite his belief that diagnosis should not be 
justified according to symptoms. The DSM IV categorises and names a range of behaviours 
that are linked to problems that are a part of one's daily existence (Gergen, et al., 1996). A 
shift took place in the 1970's when psychologists and cognitive scientists began to consider 
problems associated with the classical view of categories as definitive sets used in diagnosis. 
They suggested using a prototype model, which has a set of characteristic features listed that 
are possible in the category. The DSM III adopted the prototype view in developing rules for 
diagnosis, which was followed by the DSM IV (Khilstrom, 2002). The DSM IV allows diagnoses 
to carry a set of stable assumptions, which are held to be representational of reality (Gergen 
e to i, 1996).
Advantages of diagnosis
Diagnostic systems can provide a sense of safety to the client and professionals from 
different disciplines, as there is confidence and predictability attached to diagnosis. At a 
scientific level, diagnosis systems are descriptive, prescriptive and predictive. Therefore, they
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are crucial for scientific research on psychopathology (Khilstrom, 2002). Diagnoses are 
helpful in understanding the cause of an illness, for example knowing which tissues and 
organs may be affected. For the client, a diagnosis can help them make sense of their 
problems and possibly suggest potential for treatment, which may be reassuring. Within a 
legal context, when a person is on a section, diagnosis is a means of involving persons in 
treatment when they are not in the criminal justice system. This can be seen to be necessary 
to protect the well-being of the person and members of society. The professional gains of 
diagnoses affects the work of people in the legal system that safeguards rights of persons 
diagnosed as mentally ill. There are political and economic advantages of diagnoses, such as 
having a way of implementing policies and measures that seek to protect public health and 
setting up funds for health research and treatment. At a professional level, diagnoses allow 
medical professionals to have a powerful role within the health system and have job security 
(Szasz, 1991).
Disadvantages of diagnosis
Whilst psychiatric practise is powerful and can benefit many individuals, it has problems. 
Misdiagnosis can occur and treatment does not always have positive outcomes, such as 
improving the quality of people's lives. It can often impact upon a person in an adverse 
manner (Double, 2001). Misdiagnosis can occur due to ethnocentric views of psychiatrists 
(Littlewood, 1992). Misjudgements can be made during the diagnostic interview, as 
determining a diagnosis is dependent upon the patient sharing their story and it being 
interpreted in a framework of a dominant cultural understanding of distress. Critics of 
diagnosis have stated that measuring the prevalence of psychological distress in a 
multicultural context is complex. Reaching an accurate diagnosis for diverse clients can be 
more difficult, due to judgements of inappropriate and abnormal behaviour differing in 
cultural contexts. The presence of racism and ignorance are factors that can affect the 
process of reaching a diagnosis (Baines & Bowl, 2001). This makes me wonder how racism, 
both implicit and explicit, can be further challenged. An issue that may arise for psychiatrists, 
psychologists and service users could be the need for on-going innovative joint work to raise 
awareness of difference and diversity in a multi-cultural society.
Issues arising for psychiatrists following the burning of the DSM
I think burning the DSM will impact greatly upon psychiatrists due to the way in which 
psychiatry has had a longstanding relationship with diagnosis. Research has shown that
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psychiatrists seldom agree on diagnosis. In comparison to physical medicine, psychiatrists 
report that diagnoses are not always helpful to them. This is in relation to recommending 
treatment and giving an indication on the course of the illness. Despite this, psychiatrists 
have defended diagnosis by stating that it is necessary in order to know what is wrong and 
how to provide treatment (Littlewood & Lipsedge, 1997). Psychiatrists for many decades 
have held power in terms of their knowledge, ability to make decisions and diagnosis. 
Burning the DSM will affect the status of psychiatry. Psychiatrists may feel disempowered in 
their roles. Dynamics between psychiatrists and clients may be affected. Clients may view 
psychiatrists as less helpful if they do not diagnose. The prescribing and monitoring of 
medication may also become problematic. I wonder if the status and usage of International 
Classification of Diseases (ICD-10) would alter and if it will replace the DSM. Considering the 
breadth and depth of psychiatrists' skills and knowledge, I feel they could hold valued roles 
as disseminators of knowledge and skills to service users. By having such a role they could 
become supportive figures in a person's recovery and also learn from the 'expert by 
experience'(Ramsey et o/,, 2002).
Issues arising for clinical psychologists following the burning of the DSM
I feel burning the DSM will raise profound issues for the way in which clinical psychologists 
work with service users. In everyday practise, professionals and society label people as 'well' 
and 'unwell' along with other descriptions. In this sense, psychology is powerful in how it 
holds social control (Owusu-Bempah & Howitt, as cited in Myatt, 2003). Psychologists have 
argued that from a personality assessment perspective, categorical models of diagnosis 
suffer problems, such as comorbidity and heterogeneity. There is also dislike of the 
subcategory of "not otherwise specified", which does not appear to be a valid diagnosis 
(Clark et al., 1995). A diagnostic nosology with dimensional structure is considered to 
improve reliability and validity of diagnosis (Khilstrom, 2002). In my view, this would be 
useful, as people will be considered to have their position on a continuum of distress, as 
opposed to being 'normal' and 'abnormal'.
Without diagnoses acting as barriers to communication and collaboration, I feel there may 
be more opportunities to build stronger collaborative relationships with clients. I think 
clinical psychologists will be able to work more creatively, freely and holistically with clients 
without the constraints of the DSM. I feel there will be a greater role for psychology as a 
profession within health care and more awareness of the roles that clinical psychologists
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undertake in teams. I think formulations with tailored and individualised treatment plans will 
be recognised as being more useful than diagnosis. If professionals begin to work in a 
formulation led way, clinical psychologists may hold the power of disseminating knowledge 
and skills regarding formulation to team members through training and consultation. Clinical 
psychologists may become essential within teams. Alternatively, there may be the risk that 
clinical psychologists may at a later stage become less appreciated, as formulation may not 
be a specialist skill of psychologists.
Within clinical psychology, the term formulation has been longstanding and first began to 
appear in texts from the 1950's. However, it has only begun to be widely acknowledged and 
at the forefront of clinical psychology recently. It has been suggested that formulation has 
become more popular because clinical psychology as a profession is trying to assert its own 
identity as a unique body and discipline of knowledge and skills (Crellin, 1998b). The Division 
of Clinical Psychology has a key document titled 'Core Purpose and Philosophy of the 
Profession'. This document outlines four main core skills of a psychologist and formulation is 
one of them. Clinical psychology considers formulation as crucial in gaining a full 
understanding of a client's problems and how they are maintained, and in developing a clear 
idea regarding how to proceed with assessment and treatment (Harper & Moss, 2003). Boyle 
(2001) views formulation as invaluable because psychiatric diagnoses fail to provide a valid, 
logical and comprehensive account of someone's life and their difficulties with potential 
treatment options. Pilgrim (2000) believes that clinical psychologists have a professional 
responsibility to challenge and expose the limitations of a diagnostic approach and show 
how formulations about certain presenting problems are more useful. I think Pilgrim's views 
are powerful and useful, but recognise that it can be difficult to challenge diagnosis in a team 
due to power dynamics.
Formulation is a collaborative process between the client and the professional involving 
dialogue. It includes the client's stories that are provided by the client, which help the 
psychologist understand the client in relation to different contexts and events that may have 
occurred. Harper & Moss (2003) state that formulations are '...thick and 'rich' descriptions 
rather than the superficial 'thin' descriptions which diagnosis offers' (p8). I feel matching the 
client against criteria in order to derive at a diagnosis is a dehumanizing act. In contrast, 
formulation draws upon professional knowledge, experience and ideas, to develop a shared 
construction with the client, which is developed through understanding the client's
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experience. Moss (2002) makes a good point that psychological theories are good stories 
which lend themselves towards collaborative 'sense making' instead of professionals 
remaining the '...masters of scientific eye whose gaze assumes a questionable objectivity 
over a person's experience' (p8). For me, this means being able to empathise with the client 
and truly understand the client's story. Whilst I recognise that diagnoses can sometimes be 
helpful, they can also be unhelpful as they carry stereotypes and assumptions regarding the 
presentation, behaviour and difficulties of the client. Less emphasis on a diagnosis may allow 
the client to feel valued as the expert with a story (Gergen et al., 1996).
Formulations are crucial to a client's care, but Boyle (2001) questions why they are 
individualistic when the psychological difficulties are often born out of one's social contexts 
(Boyle, 2001). Throughout psychology's history, clinical psychology has been seen as having a 
central part of the current psychiatric practise. Both have the philosophy that a person can 
be removed from their contexts, be treated and normalised in order to be liberated from 
pathology (Cox & Kelly, 2002). Historically, individuals' contextual and cultural factors were 
seen as confounding variables and were controlled for in experimental research designs (De 
Koster et ol., 2004). Social constructionism challenges these inherent assumptions of 
psychology and it is useful to consider in a formulation in order to understand a person in 
context.
Clinical psychologists valuing a social constructionist viewpoint may support the burning of 
the DSM. Social constructionism views diagnoses as social constructs with meanings put 
forward by the dominant professional culture. Diagnosis can be seen as an agreement in 
language that aids understanding of behaviours and problems. Farrell (1979) stated that the 
term 'mental illness' can be seen as a metaphorical description of abnormal mental 
functioning. Double (2001) states that diagnoses as constructs become unhelpful when the 
phenomena is simplified in order to label it. Consequently, a thorough understanding of the 
phenomena is lost as the richness of language is not used. The accuracy of diagnosis in terms 
of its representativeness of reality and perceived experiences is questionable. Boyle (1990) 
argues that concepts such as, schizophrenia and manic depressive illness are used incorrectly 
as their classification as biomedical disorders is unscientific. Double recognises the utility of 
Boyle's view however, states that limitations in psychiatric diagnosis need to be 
acknowledged along with the uncertainty that exists around diagnosis. If diagnoses are 
constructs, including the client in a process of shared inquiry in which diagnosis is discussed
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is important. I fee! this is a valid point and in my practise to date, I have found discussions 
with clients regarding diagnosis useful. Integrated formulation and systemic ideas have also 
been invaluable in understanding human complexities and understanding the impact of 
different contexts, religion, language, cultural and societal factors.
Issues arising for service users following the burning of the DSM
To be able to fully appreciate the intensity of the possible issues that may arise for services 
users, it is important to be acquainted with the service user/survivor movement. The term 
'service user/survivor movement' refers to the efforts of persons who campaign against 
discrimination experienced due to having mental health difficulties, being diagnosed with a 
disorder and/or mental illness. They advocate for their rights and to be seen in a humanizing 
light. The terms 'survivors', 'service users', 'clients' and 'ex-patients' can all be used 
interchangeably and carry different meanings in relation to their experiences. The term 
'movement' relates to the positive shift in people's thinking along with groups and 
organisations to stand together and promote inclusion for persons who face discrimination. 
The service user movement began in the 1920's. In the 1970's groups critical of psychiatry 
formed in the UK. The groups and charities formed to have a collective voice to raise 
pertinent issues regarding the treatment of patients in psychiatric establishments (Sainsbury 
Centre for Mental Health, 2003).
In today's political context, there are government policies that are pertinent to the service 
user movement. Key documents are the NHS and Community Care Act 1990, Modernising 
Mental Health Services 1999, the National Service Framework for Mental Health 1999, NHS 
Plan 2000, Section 11 of the Health and Social Care Act 2001 and The Draft Mental Health Bill 
2002. These policies support social inclusion of service users and try to address ways of 
managing the range of hardships service users face. At a societal level, the stigma of mental 
illness, difficulty accessing benefits and work, having limited opportunities for social inclusion 
and recovery are concerns (Sainsbury Centre for Mental Health, 2003).
Diagnoses are often perceived by service users as 'life sentences', as they can have an 
adverse effect on their lives, involving hardship, discriminatory attitudes and stigma. They 
cast a shadow upon their identity (Roberts & Wolfson, 2004) and deconstruct them as a 
person (Baines & Bowl, 2002). Research has found that individuals with mental illness have 
favourable outcomes when they are able to externalise their diagnoses and not consider it
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internal to their self. Therefore, seeing their illness experience as 'it ' and distinct from 'me' 
(Davidson & Strauss, 1992). National Institute for Clinical Excellence 2002 states that 
professionals should support service users to document their own perspective of their 
illness. This supports the notion that an account of an illness should not simply be a medical 
one. I feel this is positive as it empowers service users to have a voice. This will help minimise 
'them and us' thinking and seeing clients as the 'other' (Harper et ol., 2003). Many service 
users may support the burning of the DSM, they may feel liberated from their diagnosis and 
the consequences of it on life. However, I wonder what the impact would be upon persons 
who appreciate having a diagnosis. Diagnosis may validate difficulties and allow one to feel 
accepted within systems. Due to a diagnosis, one may also be entitled to benefits or support 
from various persons or bodies.
Burning of the DSM and less emphasis on diagnosis may aid professionals and service users 
to work more jointly towards improving services and giving the recovery approach more 
weight. The interest in recovery was born out of the physical disability movement, efforts 
towards deinstitutionalisation, emergence of service user and non-statutory groups, which 
receive support from the National Institute for Mental Health in England (Anthony, 1993). In 
the recovery literature, the term 'recover/ has been used to describe an approach, a model, 
a philosophy, a paradigm, a movement, a vision and a myth (Whitwell, 1999). Within the 
mental health care domain, the recovery focused approach has received positive responses 
from service users and policy authorities (NIMHE, 2005). The fundamental strengths of the 
recovery approach are that it is collaborative, client focused and encourages clients to take 
an active role in their care (BPS, 2007). Recovery can take many forms, clinical, social, 
personal and existential (Roberts & Wolfson, 2004). Deegan (1996) powerfully states that 
"The goal of recovery is not to become normal. The goal is to embrace the human vocation 
of becoming more deeply, more fully human".
Service users are becoming more aware of legalisation and policies and are active in their 
own recovery. In the UK, user-led perspectives are being incorporated in NHS policy and 
clinical guidelines (National Institute for Clinical Excellence, 2002). I feel that if the medical 
model was no longer the dominant model in some teams, there could be changes in team 
dynamics. This could lead to greater integration and team cohesion, which is crucial (BPS,
2007). I feel these changes may impact upon services' ethos and structure. Services may 
further align themselves or incorporate ideas from the recovery model, become more
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psychologically driven, and resourced, in terms of staff and services offered. Service users 
may have a greater role in developing and restructuring services. Service user led groups 
could be developed and led with professionals. This may be useful in increasing access to 
services amongst individuals and promoting social inclusion. Hopefully for services users, 
such changes would increase opportunities for social integration, whilst improving the NHS 
for service users.
Conclusion
The question of whether the DSM should be burned is a controversial topic and will have 
advantages and disadvantages depending on one's position. Whilst the DSM emerged in the 
twentieth century, diagnosis and psychiatry have a long standing relationship dating back to 
the nineteenth century. The DSM has evolved over many years and currently stands at its 4*^  
Edition. The main advantages of the DSM are that it has allowed mental disorders to be 
categorised and classified enabling many professionals to understand the prevalence, 
aetiology, prognosis, treatment and characteristics of a disorder. Treatments have developed 
for different disorders, which may not have been possible without the recognition of the 
disorders. Diagnosis benefits clients in enabling them to understand and label their distress, 
consequently receiving support from systems. The main disadvantages of diagnosis have 
been the validity, reliability and cross cultural utility of the DSM. Diagnoses can influence the 
way in which society views persons with mental disorders. Society can discriminate against 
and exclude such persons, which can adversely affect individuals.
Issues raised for psychiatrists are related to the potential restructuring of their roles, the loss 
of power, both in terms of making diagnoses and their status within teams. For clinical 
psychologists, the issues raised can be seen to be positive. The key benefit is not being 
constrained by the medical model and the diagnostic framework. Other issues include, being 
able to have a greater role in teams, working from a formulation, not a diagnosis, developing 
services and accessing marginalized individuals. Possible issues that may arise for services 
users are, liberation from diagnosis, whilst others may feel destabilised by this notion. More 
opportunities for social inclusion, empowerment of service users and joint working with 
professionals are positive steps towards improving access to services. As a British Indian who 
is a Trainee Clinical Psychologist, the issues raised for me are decreasing barriers to increase 
access for marginalised groups of people, developing user led services and increasing 
awareness of difference.
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Outline of the essay
Firstly, I will provide my reasons for choosing this essay title. Secondly, I will state what my 
position is within the essay. Thirdly, I will provide a brief history of the service user 
movement and the key recent legislation that supports the drive to involve service users and 
carers in health care services, specifically mental health. Fourthly, I think it is useful to 
consider the NHS context in which development and planning of services with service users 
and carers is being discussed, as it has evolved over the years in relation to its ethos, 
approach and attitude to service users and carers. Next, I will discuss the concepts of power, 
empowerment and emancipation, so that they can be understood within a context of a 
power imbalance. Following on from this, I will discuss whether a power imbalance exists 
within clinical services, some professions and between service users and professionals, which 
impacts upon potential planning and development of mental health services. Throughout 
this essay, my position is of a Trainee Clinical Psychologist because I have had no experience 
of being a mental health service user. Instead, in my current role I can reflect on matters that 
are pertinent to my professional development and practice. I have adopted a critical realist 
perspective as I am interested in deconstructing the notion of a power imbalance in relation 
to service user involvement (SUI).
I am conscious that the essay focuses upon service users, not carers. The reasons for this are 
that the literature I found was predominantly on service users. This may reflect the position 
of service users in the current health and political arena and the rising attention they are 
receiving. It could be that there is limited research upon the involvement of carers in the 
planning and development of mental health services. Carers and service users are likely to 
face similar challenges in relation to involvement in service. However, I think service users 
may encounter more challenges due to the stigma of being a service user along with the 
range of constructions, assumptions, judgements and biases formed in relation to them. 
These factors may prevent effective SUI. Whilst the focus of this essay is upon service users, 
some of the issues raised are applicable to carers.
Reasons for choosing this essay
I chose this essay question as I am interested in SUI, especially in the planning and 
development of mental health services. I am passionate about SUI because I feel services 
should meet the needs of diverse service users and carers within the community. For me, 
this means working flexibly and creatively within services and tailoring services for service
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users who are from different ethnicities, cultures, whose first language is not English, so that 
barriers to accessing services can be overcome. My views about achieving culturally sensitive 
services that promote social inclusion are influenced by me being a British Asian who is 
multilingual.
My position within the essay
I think a power imbalance does exist within health care systems, in particular mental health 
services. I think SUI has allowed the power imbalance to surface because it has affected 
longstanding power dynamics, which have perhaps not received much attention prior to SUI. 
However, I do not think emancipation will assist the power imbalance within mental health 
services as I think there are wider contextual and political factors that affect the current 
structure of services within the NHS. Through emancipation, services users may find 
themselves segregated from services, which will not assist SUI within services. Instead, I feel 
empowerment and collaboration between service users and professionals may assist 
effective SUI and lead to changes within current services, which will be more useful rather 
than creating new services.
The service user movement
A power imbalance has been longstanding between service users and professionals. Over the 
last thirty years, the drive for SUI has been influenced by major factors, such are 
deinstitutionalisation, the rise of anti-psychiatry and the service user movement and 
consumerism (Pilgrim & Waldron, 1998). Deinstitutionalisation has led to an increased 
awareness and commitment to ensure that patients with psychiatric problems are 
considered as equal citizens to those without psychiatric problems. Consequently, there is an 
emphasis on allowing service users to have rights to good health care and providing services 
that are tailored to meet diverse service users' needs (Lakeman, 2007). Western psychiatry 
has been questioned by those involved in the anti-psychiatry movement, clinical 
psychologists, social psychiatry and service users. Service users have campaigned against the 
authority of psychiatry, the perceived injustices perpetuated upon them and advocated for 
human rights (Lakeman, 2007). Alongside the above changes, consumerism has become an 
inherent part of health care in Britain with an emphasis on personal choice.
During the last twenty years, changes have also occurred in other cultural and political 
contexts too. In Europe and North America, governments began to consider a role for
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patients in the development and planning of health care. In many European countries the 
World Health Organisation has stressed that service users are key persons in health care and 
legislation. This has resulted in service users being actively involved in changing the structure 
and delivery of services. Along with this, service uses are seen as useful persons to be 
consulted in relation to policy (Bowis, 2005), clinical practice (Hart, Saunders & Thomas, 
2005; Kokaliari & Lanzaro, 2005), treatment monitoring (Lehman, 2005) and research 
(Beresford, 2005). Consequently, policy makers and service managers have tended to 
support SUI (Chamberlain, 2005; Crawford et al., 2003; Trivedi & Wykes, 2002). The 
government, service commissioners and service managers widely recognise and promote the 
role of service users in mental health services, especialiy where a community-orientated 
model of care is present. This has led to greater social inclusion of people with mental 
disorder, which has contributed to various political legislation and health care.
Legislation supporting SUI
The 1990 NHS and Community Care Act has been vital as it has highlighted that through 
action research it is possible to involve service users as active and meaningful contributors to 
make changes in health care (Pilgrim & Waldron, 1998). There are a range of pertinent 
policies that have led to service users being positioned in the consumer role. They recognise 
the importance of SUI in developing and planning services and organisations (Department of 
Health, 1998, 2000a, b, 2001, 2002a, 2003, 2005, 2006, 2007a-e, 2008, as cited in Bradshaw,
2008). The National Service Framework for Mental Health (Department of Health, 1999) sets 
standards for services for people of working age who experience mental illness. Service users 
were involved in the creation of this document and are recognised as key contributors in the 
development and evaluation of health care services. In specific, service users should be 
involved in order to make services acceptable and culturally sensitive. Psychiatric services 
should be evaluated by service users and carers including from Black and minority ethnic 
groups at local and national levels. Service users and carers should also be involved in 
planning, facilitating and evaluating training for health care professionals.
Definitions of power, empowerment and emancipation
It is important to understand the concept of power before considering empowerment and 
emancipation, as without power neither can truly exist (Honey, 1999; Ryles, 1999). For me, 
the notion of power and a power imbalance can be understood in different ways depending 
on the position one holds for example, whether they are a lay person, a service user, a carer
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or a professional. Professionals may differ in their views in relation to the notion of power 
and whether a power imbalance exists. Through working in a range of inpatient health 
services over the years, including mental health, learning disability and personality disorder, I 
have realised that power can be embedded deep within services' structure and philosophy. 
My first employment at Broadmoor Hospital was an invaluable experience as it explicitly 
showed me how power dynamics occur and how control is used within a service. Thinking 
away from inpatient settings, I think power is something that allows one to have influence, 
act effectively and have a voice that is heard. Whilst this notion of power can be explicit, it 
can be implicit and still be useful. I think psychologists use power implicitly through having 
the ability to evoke alternative ways of thinking within individuals and groups and assist with 
varied changes. It has been suggested that many health care professionals are not very 
aware of the concept of power, its impact and effect (Gillespie, as cited in Ghaye, 2000). 
There are a range of power theories in the literature, however I will briefly outline three of 
the most influential in order to provide an understanding of power.
Weber proposes that power is something that can be taken or imparted. This idea fits well 
within the health and social care domain because it implies that if professionals seek to 
empower service users, they must give up some of their power (Masterson & Owen, 2006). 
Consequently, this can lead to professionals being resistant to SUI in order to protect their 
power (Kumar, 2000). Critiques of Web's theory have suggested that his ideas imply the 
presence of domination and competition (Ghaye, 2000; Hokanson Hawks, 1991). An opposed 
view is that power can be something that can be created within individuals by sharing power 
and engaging in strategies to assist psychological empowerment (Barnes & Bowl, 2001).
In contrast to Weber's theory, Lukes (1974) proposes that power is complex and can be 
embedded deep within systems and relationships. He states that power has three 
dimensions or faces. The first face is in line with Weberian ideas for example, power may be 
explicit in contexts that display decision making. At the second face, power may be utilised 
implicitly for example, by manipulating agendas or discourses so that pertinent topics that 
are not in line with the dominant discourse are ignored. At the third face, power may be 
used to persuade others within social groups to accept decisions and avoid conflict, possibly 
through the manipulation of identities and roles. The medical model of illness can be viewed 
as power that is exercised at this third face (Masterson & Owen, 2006). It has been argued 
that power relations in Western society and health care systems are maintained between
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professionals and psychiatrist patients because social constructionist ideas regarding the 
construction of mental illness through labels are not widely embraced. Instead, mental 
illness assists social control (Szasz, 1961).
Finally, Focault's theories are useful in understanding how power relations at the third face 
develop. He places an emphasis on knowledge, truth and power and how these act as 
ingredients for control in society. Disciplines, such as social work, psychology and medicine 
all propose discourses, which become embedded in society and are accepted as truth and 
then exercise social control (Boyle, 2000). However, some critiques state that medical and 
psychiatric discourses of mental illness can have disempowering facets that need to be 
challenged more (Morrall, 1996; Ryles, 1999). The limitations of Focault's theories are that 
he over emphasises on external control and power influence and does not consider that 
power can be exerted through someone's internal autonomy (Gillespie, as cited in Ghaye, 
2000). He gives attention to the role of the disciplines, yet does not consider social 
inequalities that underlie and influence power relations (Masterson & Owen, 2006). I think it 
is necessary to do this as Western society has evolved and become multicultural. 
Consequently, inequalities exist in relation to wealth, social status, class, culture, ethnicity, 
opportunities for education and employment. Individuals and communities may have varied 
perceptions regarding how much power they hold. They may feel more powerless if they 
experience mental disorders and become service users of a Western health service, which 
they perceive as powerful and hierarchical.
The term empowerment is used across a range of disciplines (Barnes & Bowl, 2001). As the 
essay title quotes Stickley (2006), I think it is necessary to discuss Stickle/s definitions of 
empowerment and emancipation and to consider his arguments for an existing power 
imbalance between service users, carers and professionals. According to Stickley, the 
concept of empowerment arose in the 1990's when service user action grew and service 
users were empowered to raise their voice against abuse and injustices they experienced 
from psychiatric systems. Empowerment is defined within the context of the psychiatric 
system in which power hierarchies exist. Whilst staff empower clients, they continue to hold 
the power, thus maintain a power imbalance, and dominant structures and processes.
Emancipation on the other hand is defined as individuals being able to take power rather 
than have it given to them. In practice, emancipation involves action and individuals taking
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action that enables a shift in power dynamics. Emancipatory action favours a democratic 
approach where recipients of a service have more of role and voice in the services, which is 
legitimate and credible so that feedback can lead to actual changes. This may not seem to be 
possible within the context of the NHS due to the high level of emphasis on consumerism 
and the consumer model, which seeks to gain views of the consumer in a similar manner to 
commercial enterprises. Therefore, a power imbalance is evident due to the nature of a 
commercial organisation and the limited role a consumer has in shaping the organisation. 
Consequently, it may be that in order for emancipatory action to occur, it needs to happen 
outside the realms of the NHS context and systems.
Power imbalances within roles
A power imbalance exists between services users and professionals due to the nature of the 
NHS. The ideology of consumerism seems incompatible with psychiatric services because in 
reality service users are not the only aspects of the service to be considered. Psychiatric 
services are often absorbed in other issues, such as the safety of others, finance and the 
status of the service within a market. Consequently, dialogue between service users and 
professionals is sometimes ineffective and relationships are tense (Barker & Peck, 1996; 
Bertram, 2002). Whilst political mandates postulate that SUI is crucial, there is ambiguity and 
lack of guidance on the procedures that need to occur in order for this to materialise in 
reality (Bowl, 1996). I think this leads to confusion relating to roles and responsibilities when 
trying to involve service users in services. This directly impacts upon the potential scope for 
planning and developing services.
Whilst political mandates have good intentions, they are based on consumerist ideas of 
involvement, which do not assist with sharing of knowledge, resources and power, which 
typically lies with providers (Kemshall & Littlechild, 2000). Stickley argues that a power 
imbalance has existed for many years and is evident when deconstructing dynamics within 
interactions, discourses and actions of service users and professionals. Service users have 
received support and training from advocacy to understand the language, politics and 
discourses of service providers in order to help facilitate dialogue between service users and 
professionals so that service users can be heard and power imbalances can be minimised 
(Stickley, 2006). He argues that service users' attempts to climb the power ladder have 
reinforced the power imbalance and the dominant discourse. In his view, the dominant 
discourse, which holds power and knowledge has created the space and dialogue for SUI
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therefore, it is constrained and restricted. Thus, in order for genuine SUI to occur within 
mental health services, theories of emancipation and liberation need to be embraced so that 
opposition to psychiatry can occur.
A power imbalance exists because of a hierarchy of power and authority between service 
users and professionals (Lakeman, 2007). Lakeman states that organisations like National 
Institute for Clinical Excellence (NICE) and the American Psychological Association are 
powerful because the information they advocate is widely accepted at local and higher 
levels. At local level, many health services are heavily subscribed to psychiatry with 
psychiatrists being considered as the most influential figures. Psychiatric services are 
structured with knowledge and authority for decision-making deriving from the top of the 
hierarchy, therefore service users will continue to be placed at the bottom of the hierarchy, 
which will do little to shift the power imbalance or provide service users with greater roles in 
service planning and development (Lakeman, 2007). Whilst the main aim of SUI is to alter 
the power balance within a service, it occurs rarely because it would involve dynamics 
changing. In response, staff and professionals would need to relinquish some of their power 
in order to provide service users with official power, leading to a change in service users' 
status as they would no longer remain just service users (Linnett, 1999).
Whilst not all professionals are adverse to SUI, research has shown that medical opinion has 
been the most critical to user empowerment and SUI in the NHS. Reasons for this seem to be 
that the rise in consumerism has led to service users seeking rights and active involvement in 
health care. Within psychiatry and psychiatric care, sick role theory accepts a power 
imbalance between patients and professional who are seen to be the experts and provide 
the information. Within SUI the presence of the sick role theory shows support for the 
stakeholder viewpoint (Rush, 2004) because service users are powerless and often reliant 
upon being asked to be involved in SUI. Literature has focused upon the role of psychiatry 
and in particular the style of relationships medical professionals, such as psychiatrists have 
with service users (Focault, 1988). In surveys of patient satisfaction, service users have stated 
they are least content with their clinical contact with their psychiatrists. In turn, psychiatrists 
have expressed concerns regarding service users having a role in service evaluation and 
outcome (Crawford, 2001). A possible reason for this may be because psychiatrists value the 
medical model of mental illness, which service users can not validate as being useful to their 
care (Thomas et al., 1996). This has provoked confrontational relationships between users
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and doctors. Doctors have stated that treating service users as equals is unrealistic, as it
creates a false democracy by being in denial of the status of doctors. Doctors think they are 
the most envied professionals due to their status and the position medicine has traditionally 
held (McQueen, 2002). The implication is that service user's views do not carry the same 
weight or ontological status of medical science. Therefore, there is resistance towards 
policies that advocate SUI. A power imbalance is further maintained because the medical 
profession is weary of providing service users with too much choice and information 
(Bradshaw, 2008). It seems that a power imbalance will continue to be present until SUI 
generates evidence of its effectiveness and success, which at present is not clear (Crawford 
et al., 2001; 2002).
Power imbalances are maintained because there are barriers to power sharing and effective 
communication between service users and professionals. These are professionals' 
judgements regarding the ability of service users to be competent and make valid 
contributions. Professionals' also believe that they are the experts with the best knowledge, 
experience and skills, wanting to maintain their personal security and confidence by holding 
onto power, authority and their status. Professionals emotionally distance themselves from 
service users and potentially avoid any emotional or mental distress, which could manifest if 
they related closely to service users experiences. Thus, professionals' constructions and 
assumptions act as a buffer shielding the professional from potential anxiety and distress 
(Bertram, 2002; Heginbotham, 1999), It has been suggested that assumptions relating to 
mental health problems need to be discussed between professionals, within the professions 
and with service users both individually and collectively (Rush, 2004). Chamberlain (2005) 
proposes that power differentials need to be addressed and discussed in order to 
understand how the mental health system differs in different contexts and from different 
perspectives. I think sharing assumptions, concerns and understandings may assist 
collaboration and decrease the existing power imbalance and may aid effective SUI within 
services. Concerns exist regarding the type of SUI that is invited as some believe that the 
roles service users step into may have restrictions and gestures may be tokenistic (Barker & 
Buchanan-Barker, 2003; Stickley, 2006). it seems realistic to say that differing definitions of 
involvement are present, which lead to differences in how services view service users and 
their input (Chamberlain, 2005).
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Power within discourse and knowledge
Power imbalances can be maintained through the use of language and knowledge. Language 
has a crucial role within society and has been investigated since the early 1970's in order to 
provide an insight into social functioning of society, in particular how and when language 
and knowledge is used and how it affects social systems (Focault, 1972; Robson, 2002). 
Focault believed that within any system power and knowledge are inherent and central. 
Power can flow through the use of language, especially when knowledge is fundamental to 
the appointment of roles for example, professional roles. Education can be considered as key 
to the formation of knowledge and power, which service users often have not had access to. 
Professional language in verbal or written form can exclude those who are not acquainted 
with it and make them feel powerless for example, service users. Discourse and language 
within interactions and relationships has a crucial role in conveying verbal and non-verbal 
communication.
Research has explored the use of language between professionals and service users 
(McLaughlin, 2009). The way in which we conceptualise and term people can impact upon 
how we perceive them, the identity we associate with them, the different relationships we 
create and the differing power dynamics that are present within those relationships. 
McLaughlin has critiqued terms such as 'service user', 'clients', 'consumers', 'customers' and 
'experts by experience'. He states that each of these terms carries a different meaning for 
example, client implies passivity whilst the terms 'consumer' or 'customer' imply a market 
approach of looking at the relationship. He proposes that whichever term one chooses to 
adopt, there will be an element of power or social control present. Therefore, whilst being 
mindful of the language we use, how we use it, it is important to be able to be critical of it 
and allow oneself deconstruct its meaning and consider the assumptions that may be 
associated with it. McLaughlin suggests that it is more useful to allow service users to decide 
what they wish to be called and focus professional input upon how to empower service users 
and work in an anti-oppressive manner for example, being aware of how we construct 
people who utilise services and exploring more effective ways of working with them. 
Common perceptions of service users are that they are inferior and sick and in contrast 
professionals are well and superior (Rogers et al., 1993). With perceptions such as these, it 
seems that the notion of being superior carries an implicit and explicit element of being 
powerful.
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I think knowledge can be power or make one feel powerful. When professionals' lack 
knowledge or are unable to think from a service users' viewpoint, a power imbalance is 
enforced. Professionals are powerful as their lack of understanding or co-operation affects 
implementation of ideas for SUI. For me, this raises the importance of remaining curious and 
inviting in my approach and manner with professionals and service users and also when I 
encounter ideas or scenarios that are novel. Research has shown that trusts and service 
users share the view that the attitude of managers and staff is very influential to the degree 
of SUI that can occur. Staff ignorance regarding the type and degree of SUI that can occur 
can present as staff resistance and an obstacle to effective user involvement. Staff training 
has been suggested as a means to overcome this difficulty (Campbell 2001; Crawford et al., 
2003). It may be that some staff lack knowledge in relation to SUI because it was not a part 
of their professional training. I am mindful that professional guidelines may maintain a 
power imbalance as they influence how professional's view, interact and operate around 
service users and may not be compatible with SUI, therefore creating confusion (Department 
of Health, 2004). To help assist with this uncertainty. Social Care Institute of Excellence 
(2007) recommends that service users should be clearly informed on how they can be 
supported and meaningfully involved in SUI. Clearly, a deeper understanding is needed 
about issues that affect SUI, which needs to be applied at micro and macro levels (Sainsbury 
Centre for Mental Health, 2006). This is important to do as professionals' understanding of 
service users' needs and required support is often incorrect (Forrest et al., 2000). I 
appreciate that in reality facilitating such a dialogue may be difficult due to constraints on 
the skills, resources and time required, along with staff and organisational support.
Service user perspectives
Research has tried to ascertain service user's views about SUI in the planning and 
development of mental health services, however there is a gap in the research. I think power 
imbalances are an issue in the clinical domain and also within the research world. Research 
on SUI may not be prioritised and as there are problems with implementation of SUI, 
conducting research may be problematic.
Lewis (2004) carried out a study with service users regarding involvement and found that 
service users reported professionals as being powerful, which was exemplified through a 
range of behaviours, thoughts and interactions. Service users felt that a power imbalance 
exists between themselves and professionals. They reported that professionals within the
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mental health domain are reluctant to share some of their power, which would assist SUI. 
They reported that their views were easily dismissed because of their psychiatric diagnosis, 
making them feel like their views and feelings had no credibility. A sense of being offered 
tokenistic gestures and invites was noted as professionals were happy to invite them to 
meetings as long as the meeting operated in the manner they wished. Strikingly, it was 
reported that when service users were involved in services, they did not have access to the 
key documents that are pertinent to SUI. Service users stated that they often felt 
misunderstood by professionals, experienced a 'them and us' attitude and found it difficult 
to bear comments and contradictory views in relations to their illness. Other research has 
found that service users have stated that a factor that influences and sometimes prevents 
SUI is a lack of financial resources. More funding is considered to be necessary in order to 
help recruit diverse service users into health care to assist in the planning and development 
of services with their individualistic input (Barker & Peck, 2006; Bowl, 1996; Pilgrim & 
Waldron, 1998).
S U I-is  It for all?
SUI does not appear to be for all service users. Some trusts have raised concerned that they 
do not have service users from ethnic minority groups who are representative of the local 
community, which means that their involvement is not present in shaping services and 
making them more culturaliy appropriate as national recommendations suggest (Beresford & 
Campbell, 1994; Crawford et al., 2001; Greer, 1976; Sassoon & Lindow, 1995). For me, this 
raises the question of whether SUI is not effective as it could be with some groups of service 
users due to power being an issue or whether it is a deeper problem linked to access to 
services and the cultural responsiveness of services to service users. Some researchers have 
suggested that service users may not actively want to be involved within services but instead 
are due to legislation and statutory provisions, along with coercion and control being 
pervasively present (Forbes & Sashidharan, 1997). This suggests that some service users may 
not have a choice or may feel obligated to be involved within services. When thinking about 
what makes a person be submissive and comply with something against their wishes, the 
notion of feeling powerless and socially conforming to systems and society's expectations 
comes to mind. Clearly, more thought is needed in relation to how professionals assist 
genuine SUI and access the views of service users who are not in the SUI limelight.
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Conclusion
SUI has been fuelled by deinstitutionalisation, the rise of anti-psychiatry and the service user 
movement and consumerism. SUI in the planning and development of mental health services 
is a topic that is complex. The World Health Organisation has stressed that service users are 
key persons in health care and legislation, which has led to service users being actively 
involved in changing the structure and delivery of services. They are useful persons to be 
consulted in relation to policy, clinical practice, treatment monitoring and research. Policy 
makers and service managers have tended to support SUI. There is political and legislative 
support for SUI, however in practice is difficult to implement due to a range of reasons. 
Potential reasons include that there is no clarity on how SUI should occur, the roles that 
service users and professional should have, the extent of SUI possible and its process. Whilst 
this explanation carries weight, some propose that there is a hierarchy present within mental 
health services in which professionals are deemed as superior and as the experts with power 
and the service users are incompetent and powerless.
A power imbalance exists, which manifests in interactions, discourses and actions of 
professionals. The longstanding powerful position of psychiatry within services and 
resistance from some staff and professionals to allow SUI is a concern. Researchers have 
suggested that professional's including psychiatry may not wish to support SUI as they may 
not wish to give up or share their power with service users due to wanting to protect their 
status and position within a hierarchical system. They may want to maintain professional 
distance so that they are emotionally and mentally unaffected by service users and their 
issues. A power imbalance also exists due to some professionals being resistant to SUI due to 
holding a range of assumptions and judgments about service users that are incorrect or 
discriminatory. Service users are sometimes alienated from services and professionals 
through professionals' use of their knowledge and language, which service users may not 
have access to. Therefore, this becomes a barrier to dialogue to SUI. Other factors that 
maintain the power imbalance and affect SUI are funding, time availability and service user 
representation.
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Problem Based Learning Reflective Account I
The relationship to change
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Outline of the account
I will firstly highlight discussions around the task. Secondly, I will demonstrate how we 
became a working group. Thirdly, diversity within the group will be discussed. Finally, the 
group process will be discussed.
Relationship to change
Some of my initial reactions to this task were 'These instructions are so vague', 'What aspect 
of change are we meant to focus on?' and 'Are we meant to focus on our personal or 
professional relationships to change?'. The flexibility of this task led the group to wonder 
how we would decide on a topic for the presentation. The notion of change was explored in 
depth and at varied levels. At a personal level, we considered change in relation to our 
personal and professional identities and roles, how change occurs, therapeutic change with 
clients and changes that we as professionals would want to make through our roles. At a 
wider level, we considered change at local and strategic level within services in the NHS, 
societal changes and political movements affecting the discipline, changes in academia and 
research, the development of the roles of service users and carers within health care and 
changes related to how society conceptualises psychological difficulties. The task seemed 
appropriately timed in relation to commencing the course and change being a dynamic that 
many of us were experiencing. Group members revealed ambivalent feelings regarding 
change. For me, the transition from an Assistant Psychologist to a Trainee was something 
that I had anticipated for a long time. Consequentiy, I feel grounded within myself to manage 
change.
Developing a working group
In order to form a working group, group members volunteered for the roles of a chair and 
script. The presence of a tutor in the role of a facilitator was useful as they were able to offer 
their comments during discussions and upon the group process. However, their sporadic 
attendance impacted upon the group process for example, when they were present the chair 
was less in need. Group rules were not established at the beginning of the group. I think it 
had been assumed that as adults we would conduct ourselves in an appropriate manner 
without group rules. As individuals' enthusiasm levels regarding ideas increased, 
disagreements led to intense moments within the group where tension and conflict was 
present. Consequently, ground rules were established. Upon reflection, I think it's crucial to 
develop ground rules despite feeling comfortable and confident with colleagues. I think
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group rules are also crucial in clinical work with clients in order to make expectations 
regarding behaviour clear, which can create a safe space.
Group diversity
Although the group was made up of individuals from diverse European backgrounds, I was 
conscious of being the only coloured individual. I am conscious that my narrative of the 
group members and group process is based on my perception which may be distorted and 
subjective. For me, the differences amongst us were not only evident in terms of race and 
culture but also class, age, sexual orientation, experience and knowledge both personal and 
clinical. Individual differences in the group became apparent during discussions. I sometimes 
felt that my comments were dismissed quickly. I am aware that my ethnic position influences 
my thinking and ideas of practice, which are not always shared by others. I found that my 
interest in addressing issues of diversity and difference by considering culture, ethnicity, 
language, service user involvement and social constructionist ideas were not always received 
with enthusiasm. I found that there was a split in the group in terms due to differences in 
views. Another group member and I at times faced dismissive responses to our similar ideas.
During discussions, a minority view developed within the group as a majority view was 
supported by a larger number of group members. For me, this highlighted that people who 
are in the same discipline can have very different views. Research has shown that if a 
different view comes from someone who is different from oneself, there is a tendency to 
expect and accept this. However, if disagreement is with someone alike to oneself, it can be 
more distressing as one does not expect the person to disagree. This can lead to re­
examination of one's views. I can relate to this point as I questioned why I held differing 
views to the group members (Festinger & Thibaut, 1951). Despite accepting differences in 
views, I sometimes felt that group members did not try to understand my views. I am 
mindful how differences in views augmented by poor communication can lead to intense 
feelings within a group. I realise that sometimes it is inevitable to be caught up in intense 
moments and respond behaviourally to dynamics. However, it is important to be able to 
reflect and understand group processes. I felt devalued and not listened to, which led me to 
develop a sense of being the 'other' in the group and be passive.
I am mindful of how feeling the 'other' can occur within a therapeutic alliance or amongst 
colleagues. The client or I can feel like the 'other'. This leads me to wonder about power in
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an interaction and how people can feel powerful or powerless. I am mindful that feeling 
powerful or powerless can be manifested in many forms within an interaction. From past 
clinical experience, I know how the use of language can help display a curious attitude, which 
can help a professional minimise their powerful position and empower a client to feel 
powerful through telling their story. This is useful in helping create a collaborative 
therapeutic alliance. I have felt transference and counter transference within therapeutic 
alliances and value supervision as a forum to reflect on such matters. I think self awareness is 
a crucial skill to hold when working with clients, colleagues and in groups. I believe one must 
be mindful of their presence and impact upon others and groups.
Group's journey and process
I will illustrate the group's process and dynamics through Tuckman's (1965) model of change. 
Tuckman's model is chosen because it exemplifies our group's process well and the 
presentation was based upon this model too. The model has five stages: forming, norming, 
storming, performing and adjourning. Possible characteristics of forming are unclear 
objectives, un-involvement, one way communication, low morale, poor listening, politeness, 
confusion, hidden feelings, preoccupation with the leader and strengths and weaknesses of 
others and the group may be tested. Initially, as a group we were polite and formal with one 
another. Group members demonstrated turn taking and validated others' comments, it 
became apparent at a later point that we had hidden feelings and thoughts regarding one 
another and the group. These centred around one's concern not to let the group down, 
considering differences within the group, characteristics of group members and wondering 
how we would function as a group.
Storming can be difficult time for all group members. Possible characteristics of storming are 
the leader being challenged, disengagement and lack of cohesion in the group, difficulty in 
making decisions, power struggles, confrontation and the development of sub-groups. We 
moved into this stage after a few meetings due to differences in views. This was a difficult 
time as the group was new and we were unfamiliar with each other. I feel the group was 
unable to listen and communicate effectively, so disagreements were frequent. There were 
intense moments within the group for example, on one occasion I felt unheard and 
perceived a group member's comments as attacking. I was tearful and had to leave the 
group for a few minutes. This dynamic was addressed in the group and led to an open 
discussion. What transpired was that it was not a personal attack, but the group member
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being insistent with their view, which conflicted with mine. I realise that understanding a 
group process and having time to reflect on difficulties is important as it can allow other 
interpretations to occur.
A key moment in the storming stage was when the group was unable to make a decision 
regarding the content of the presentation and a consensus could not be reached. This was a 
frustrating time in the group as some group members disengaged and lost motivation. To 
resolve this conflict in a diplomatic way, I suggested taking a vote. This allowed everyone, 
including quieter group members to have an equal role in the decision making process. At 
this point, another group member and I who had the minority view displayed group 
orientated independence. This is when people maintain independent positions as they want 
the group to achieve a correct consensus but they are willing to abandon their viewpoint if 
evidence suggests they are wrong or the majority has an idea that they begin to accept (Asch 
1952). Nemeth (1995) stated that those in minority positions can allow creative and 
divergent thinking to occur, which can generate new ideas. I suggested a way in which to 
creatively incorporate ideas from the minority view, which lessened conflict.
During forming, the group begins to form its own identity. Decisions are easily made as there 
is consensus within the group. Roles and relationships are established, work is done and the 
group can manage setbacks as a part of the pathway to success. Characteristics of forming 
are group members being able to manage changing roles, be assertive, identify and build on 
strengths and weaknesses, test new ground and acknowledge and address unsafe territory. 
In our group, we moved into this stage following the voting process. As a group we openly 
discussed the conflict and tried to understand the dynamics. Despite understanding the 
dynamics, 1 felt embarrassed for getting upset and felt that group members were cautious of 
how they communicated with me. Devising ground rules and sitting in a circle assisted us in 
an unconscious way to feel more like a consolidated group. I realise that emotion and 
cognition play an important role in groups. A shared understanding has an effective 
component to group work. Emotional and cognitive consensus regarding goals, needs, group 
members and the shared environment is crucial (Asch, 1952).
Performing involves group members taking responsibility and leadership together. 
Characteristics of performing are good relationships amongst group members, innovation, 
creativity, flexibility, learning, high morale and success. This was evident for the group by
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being able to deliver our presentation well and receiving good feedback. Through group 
work, I have been reminded that I hold high standards in relation to the quality of work that 
needs to be completed. I have learned that whilst it is reasonable for me to hold high 
standards for work that I am solely accountable for, it may not be for group work as people 
have different learning and working styles. Group work has a shared responsibility with other 
group members and the standard of completed work is a reflection of the group efforts. I 
think that if I able to bear this in mind, I may feel less anxious about the quality of the work 
produced and may enjoy the task and group process more. Reflecting on this aspect of my 
character and relating it to my clinical practice, I am mindful that I am very thorough with 
written work and have a tendency to be over inclusive and spend longer than required on it. 
With clients, I must continue to be sensitive to the client's needs, work with them at their 
pace and have realistic expectations of what the client can achieve. I realise the importance 
of being aware of my own values and assumptions.
Adjourning is defined as a stage in which the task has come to an end. There may be a sense 
of loss around the ending of relationships and the group. As a group we felt that it was not 
applicable to us as we will remain in the same group throughout training. The key thing I 
have learned is that sometimes dynamics with people are context dependent. Therefore, it is 
best to try and keep dynamics and difficulties in that context and not transfer these to other 
working contexts.
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How do we know i f  Increasing Access to Psychological Therapies (lAPT) is working?
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Outline of the account
Firstly, I will share my Initial response to the Problem Based Learning Task (PBL) with the 
reader. The account will then discuss group processes In particular, power differentials and 
the Impact of diversity within the group, leadership, completion of the task, my role and key 
learning through the task.
Initial responses to the (PBL) task
When given the PBL task and Informed of It, my Initial thoughts and feelings were that the 
task would be political and perhaps not enjoyable. I realised that the task was an opportunity 
to learn more about Increasing Access to Psychological Therapies (lAPT), which Is Important 
due to the position lAPT has within the NHS, the political and financial domains of society 
and within the psychology profession. Whilst I acknowledged these positives, I still felt 
negative towards lAPT and Its popularity. I felt this way because lAPT has captured a lot of 
attention by the media, politicians, stakeholders, professionals and researchers to the extent 
that cognitive behavioural therapy (CBT) Is being placed on a pedal stool In relation to the 
range of therapies available. It was observable within the group that as a group of clinical 
psychologists, most of us felt threatened by the lAPT agenda and held negative feelings 
about It. These feelings Initially made It difficult for us to think of the positives of lAPT. I was 
mindful that these thoughts and feelings about lAPT Influenced my mindset towards the PBL 
task. Consequently, I decided to be neutral and open minded about what I could learn from 
the task and how It could aid my professional development.
Power differentials within the group
I think It Is fair to say that most of the other group members expressed disappointment with 
the task, apart from a couple of group members who showed positive Interest In I APT. 
During discussions, they added enthusiasm Into the group. These two Individuals were from 
the third year and had completed essays on lAPT for their professional essay assignment. 
They were clearly In positions of knowledge, which perhaps could have put them In a 
powerful and Influential position. However, these Individuals did not want to be placed In 
the roles of team leaders. One group member stated that they were reluctant to be a team 
leader as they were mindful of how they would be In a powerful position due to being 
viewed as the person who held knowledge In relation to I APT. This group member felt that a 
power Imbalance could develop between the second year and third year group members. 
This would lead to them being perceived as experts or superior, which could have proven to
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be unhealthy for group dynamics. Instead, it was thought that sharing knowledge and 
empowering others within the group was more helpful. This would help create good working 
relationships and flatten any power Imbalances and dissolve perceptions of the third year 
group members being more knowledgeable or experts. I think being mindful of these 
potential dynamics very early on as a group was a useful thing as It allowed us to work 
collaboratlvely from the outset.
Diversity within the group
There are a range of factors that can affect group dynamics. Two fundamanteal factors are 
ethnic origin and socioeconomic status, which can Impact upon behavior and attitudes 
within groups (Banny & Johnson, 1968). Within the group, myself and another group 
member from the third year are both British Aslans of a similar cultural background. We both 
raised Issues In relation to ethnic minorities accessing lAPT services and whether lAPT Is 
culturally sensitive and approplate. We both recognised diversity Issues and In particular, 
how clients from different backgrounds can vary In how they perceive and access western 
cllnclal psychology. For me, voicing these Issues together meant that they had more weight 
and had a greater Impact upon group dynamics, for exmaple being considered as valid 
contributions to the group that were researched further and discussed In the presentation.
I am mindful that as a British Aslan clinical psychologist, I will encounter moments In my 
professional practice when I may need to raise matters that are related to difference and 
diversity and may find myself feeling as though I am the lone voice. There are times when 
this occurs on the training course and I can Imagine myself In the future having Internal 
dllaogue with questions such as, what will I achieve by saying this? Does this need to be said 
formally or Informally? What needs to be said within a group? Is this something I can be 
mindful of for my own practice and not voice to others? How much can a system within a 
service change? How much change can I Influnece? I think being mindful of my areas of 
passion, my cultural position and why I hold particular views and exploring these through 
supervlson, reflective practice and training will be useful to my professional Identity and 
development.
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A question of leadership
I am not sure whether it was a conscious decision, but it Is Interesting that neither teams had 
a leader. It Is Important to consider why this was the case especially as the I APT agenda for 
psychologists postulates that psychologists are useful In leadership roles. Whilst there were 
no leaders, some of the group members did have more of a directive style, which may have 
meant that a formal leader was not required. Group members may not have taken the 
explicit role of leaders, due to perhaps not wanting to create a power dynamic or not 
wanting to take the additional role and responsibility. Reasons for this may be because the 
PBL task Is not a portfolio piece of work, each year having different work demands on them 
for example, the second year group members commencing their Major Research Project 
(MRP) process and the third year group members being In their final stages.
For me, the fact that the third year group members have more knowledge and skills due to 
being further along on the course did not lead me to think of them as more Influential group 
members or more Important than the second year group members. I think this may have 
been due to the early attempts to manage any potential power dynamics and because of the 
character, communication and working style of the third year group members, which was 
pleasant, supportive and clear. I think this helped working dynamics with people being co­
operative and collaborative. Working with clinical psychologists In training on the same 
course also meant that we were thinking from similar perspectives, which prevented clashes 
of Ideas. Research has shown that decisions can be reached more easily when people have 
similar ways of Interpreting, evaluating and judging things (Allen & Wilder, 1980; 
WIttenbaum & Stasser, 1998).
It Is Important to be mindful of what assists working well with others, whether they are 
professionals or service users because within clinical practice situations Involving power 
Imbalances are frequent. I am mindful of how the use of language, knowledge and 
professional status can sometimes create a power Imbalance with others, even If not 
Intended. Reading about critical realism has further helped me be aware of the Importance 
of presenting myself appropriately according to the presence of different Individuals In 
different contexts. I am mindful of not accepting things as they seem, but being curious of 
how they have come to be a certain way, to look at not only what Is being said and done but 
also what Isn't, to consider the roles that one and other take up and how the use of language 
can carry substantive meaning within Interactions (Stickley, 2006).
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The task at hand
As a group we decided the content and style of our presentation for our PBL task quite early 
on and relatively easily. We decided that due to the nature of the topic and some of our 
reservations about I APT, we wanted our presentation to be creative and light-hearted, yet 
effectively convey all the necessary material. We generated ideas for presentations for 
example. It being based on TV programmes such as Question Time, The Apprentice, Who 
Wants To Be A Millionaire and a few others. We decided that In order to evaluate the 
effectiveness of lAPT It would be necessary to have economic and servlce-user perspectives 
and so, two teams would be comprised of these. We chose The Apprentice programme to 
base our presentation upon as It was a good way to depict and present the economic and 
service user perspectives and represent the polarised debate about lAPT. We decided that 
each team would have second and third year group members, which enabled us to take the 
task seriously and work effectively with other group members that were new to us. It would 
have been easy to work with group members within the same year and become complacent 
about the task. We worked Individually upon the allocated tasks, but tended to meet 
together In order to feedback to the group what we found and how It would fit Into the 
overall presentation. We kept each other Informed of our Individual progress though email, 
which helped with the sharing of Information and resources In between the group meetings.
My role within the group
I think I made some valued contributions to the group. I had provided the Initial Idea of 
basing the presentation upon a TV programme, which led to discussions and our final 
decision of using The Apprentice theme. The British Aslan group member and I raised 
pertinent Issues related to lAPT and Its applicability to other ethnic groups, which I have 
discussed In detail earlier. I think I was a good listener within the group and was able to pick 
up on comments that were sometimes not fully processed within the group. Doing this was 
Important as It helped Include others and ensured that all contributions had an equal chance 
to be considered. Being able to consider differing views Is crucial as It allows one to review, 
question and may be challenge why they hold a particular viewpoint. I think this process Is 
valuable for new learning. Improving one's capacity to reflect and Increasing Insight Into 
one's thinking style, assumptions and values. This helps me to make links between my 
personal and professional self and also be more mindful as a person.
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Learning through the PBL task
Despite the initial reservations towards the PBL task, I learned through the completion of It. 
The PBL task was useful In helping us all think objectively about lAPT and evaluate Is 
effectiveness. I learned In-depth about lAPT, became aware of key NHS documents about 
lAPT, which have been added to my knowledge base and became acquainted with facts and 
evidence relating to lAPT's Initial effectiveness. This has required me to reconsider my critical 
thoughts and feelings towards lAPT. I realise that whilst lAPT generates ambivalent feelings 
within clinical psychologists. Including myself, this may be due to the fear that clinical 
psychologists will be less required In the presence of lAPT workers who are more cost 
effective and that clinical psychology as a profession will become less valued. I have reflected 
on these Issues and the role of clinical psychologists and this has been useful In allowing 
reaffirming of the strengths of clinical psychologists and the range of skills they possess, 
allowing them to have roles beyond just therapists who deliver CBT (BPS, 2007).
As discussed earlier In the assignment, through working with the third year group members, I 
learned more about power differentials and how they can be Implicit and explicit. Power 
differentials can often be present and sometimes they do not enter our conscious mind. It Is 
useful to be mindful of power differentials and exposure to these through group work and 
other activities both formal and Informal with different Individuals In different roles, systems 
and contexts can aid my capacity to reflect further on pertinent Issues related to power 
dynamics. This Is fundamental to my future practice and development and In particular when 
working with diverse clients.
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Summary of Personal and Professional Learning Discussion Group Account I
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The Personal and Professional Learning Discussion Group (PPLDG) is composed of individuals 
from diverse European backgrounds. Within the group I am the only individual from an 
ethnic minority. We have diversity present within the group in relation to age, social class, 
gender and sexual orientation.
I think I made some good contributions to the PPLDG by offering ideas from a British Asian 
female's perspective, being meticulous, focused with tasks and offering good and personal 
reflections during discussions. I valued the opportunity to complete and present our 
personal cultural genograms to other group members. I found this exercise useful as it 
required me to think about things that I had previously not considered and helped me 
understand other group members better. The Case Discussion Groups provided me with new 
learning and a space in which to reflect upon my own clinical work and practice, learn from 
other group members' work and reflect on issues that are relevant to personal and 
professional selves and future clinical practice.
In terms of the group processes and dynamics, the group has seemed stronger since the 
conflict that occurred in the first few weeks of the group commencing, perhaps as we 
established early on some of the differences in our learning styles and formed some group 
rules. The PPLDG has assisted me to consider issues related to group dynamics in teams and 
therapeutic groups for example, power associated with some roles, communication patterns, 
the use of language and what makes effective groups and teams.
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Summary of Personal and Professional Learning Discussion Group Account II
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Since the start of the second year, the Personal and Professional Learning Group faced a few 
major changes in terms of gaining an additional group member, the format and style of the 
group and having two facilitators, which were very different from the previous facilitator. 
These changes made the group feel and function very differently. Despite the size, it seemed 
as though we were all able to express our views and turn take in discussions. Group 
members wanted the group to be a space to reflect, free associate and discuss topics related 
to our personal and professional development. Consequently, with les structure, the group 
became more flexible and also aware of group processes. The facilitator's style, personality, 
less authoritarian manner, flexibility in thought and reflective nature helped us feel validated 
in our contributions and value their insightful comments regarding the content of our 
discussions.
Through the group, I increased my awareness of the National Health Service (NHS), 
leadership, ability to reflect on clinical work and clients and supervisory relationships. I have 
leaned more about differing communication styles, group processes, team work, developing 
services and leadership, in particular how to implement new ideas in a service. I have also 
increased my level of self awareness, which I feel is vital to all work. In terms of my 
contributions to the group, some of the key ideas I offered were in relation to diversity and 
critical thinking and reflective practice. I also contributed enthusiasm and a positive outlook.
Summary of Personal and Professional Learning Discussion Group Account II
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Adult mental health placement (October 2008 - September 2009)
Community Mental Health Team (CMHT)
Within this placement, I worked as part of a multi-disciplinary team (MDT). I assessed and 
provided therapy to a range of male and female clients aged between 19 to 63 years of age 
with varied presentations and difficulties. Examples are, adjustment disorder, anxiety, 
bipolar affective disorder, depression, eating disorder, obsessive compulsive disorder (CCD), 
panic disorder and psychosis. I primarily used the Cognitive Behavioural Therapy (CBT) model 
however, I integrated other theories into the formulation. I also completed a range of 
assessments and administered a range of psychological measures and psychometric, such as 
the Wechsler Adult Intelligence Scale (WAIS III). I also provided therapy to one of my clients 
within an inpatient setting when she was admitted to hospital following self-harm and an 
attempted over dose. I also worked indirectly with staff by providing consultation on clients 
they were working with. I also assisted psychologists in delivering a presentation and training 
on depression and its management from a CBT perspective to members of a MDT at an 
inpatient service. My Service Related Research Project (SRRP) involved exploring staff 
perceptions regarding carers and the carer's assessment process within the team. The results 
were to assist with the setting up of a carer's drop in session within the service. In addition, I 
also carried out an audit which looked at the number of carers' assessments offered, 
returned and completed.
Learning disability placement (October 2009 - March 2010)
Community Team fo r People with Learning Disabilities (CTPLD)
Within this placement, I worked as part of a MDT. I assessed and provided therapy to a range 
of male and female clients aged between 27 to their late 60's with varied presentations and 
difficulties ranging from severe intellectual impairment, memory impairment, physical 
disability, brain injury, autism, downs syndrome, challenging behaviour, anger issues and 
depression. Using psychometrics and standardised measures, I carried out assessments for 
dementia, eligibility to learning disability services and social needs. The mains models that 
worked within were CBT and behavioural, however I also embraced models such as, systemic 
and psychodynamic when thinking about clients and my work with them. I had the 
opportunity to work in various settings for example outpatients, client's home, residential 
home, a school and a day centre and provide consultation. I worked both directly and 
indirectly with clients and also involved family members, carers, teachers and staff at day 
centres for example, 1 carried out risk assessments of challenging behaviours. A clinical
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psychologist and I also created and implemented a new South Asian Carers' group for carers 
of South Asian origin. This group involved a lot of consultation with other staff, contacting 
carers and giving attention to practical details in order for the group to be run. I also 
provided a presentation regarding this group to the psychology department.
Older persons' placement (April 2010 -  September 2010)
Older Person's Community Mental Health Team (CMHT)
Within this placement I worked as part of a MDT. I assessed and provided therapy to a range 
of male and female clients aged between 57 to 92 years of age with varied presentations and 
difficulties. Examples are, depression, anxiety, bipolar affective disorder, post traumatic 
stress disorder, low confidence, cognitive difficulties, memory impairments and a range of 
physical impairments. I developed my skills in comprehensive neuropsychological 
assessment using a range of neuropsychological psychometrics and standardised measures. I 
worked using the CBT model, but also worked integratively using narrative, psychodynamic 
and systemic, change management and adjustment theories. I worked across a range of 
settings for example, an inpatient acute and rehabilitation ward and outpatients for both, 
psychological and physical rehabilitation services. I had the opportunity to work with 
individuals, couples, family, staff and unpaid carers. Through observation, I learned about 
the meditation group and also delivered the fear of falls groups, group for persons living with 
chronic obstructive pulmonary disease and the recovery group. In terms of service 
development work, I revised the referral form and referrals systems for psychology referrals 
at the outpatient rehabilitation unit in order to make it more effective. I also delivered an 
afternoon presentation with another Trainee Clinical Psychologist to sixth former students 
who were interested in knowing more about a career in psychology.
Child and family placement (November 2010 - September 2011)
Child and Adolescent Mental Health Service (CAMHS)
This placement is currently ongoing whilst writing this summary.. I worked in two CAMHS in 
order to have access to a range of opportunities to out mental health and 
neurodevelopmental assessments. Within this placement, I worked as part of a MDT. I 
assessed and provided therapy to a range of male and female clients aged between 2 and 17 
with varied presentations and difficulties. Examples of mental health assessment are, 
depression, anxiety, OCD, phobia, managing anger, attachment difficulties with parents and 
picky eating. Other presentations included. Attention Deficit Hyperactivity Disorder, Autism
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and Aspergers Syndrome, with come clients having physical illnesses and disabilities. I 
observed, neurodevelopmental testing for Autism Spectrum Disorder and gained experience 
in using measures of adaptive behaviour. I also observed assessments being carried out in 
clinics, such as social communication and feeding. In terms of teaching and presentations, I 
delivered a presentation regarding phobias and their management to an audience of school 
nurses and health visitors. The models upon which I drew upon were CBT, systemic, 
behavioural, psychodynamic and narrative. Fundamentally, I worked integratively using 
these models when it was deemed best. I also assessed clients' intellectual ability using the 
Wechsler Intelligence Scale for Children (WISC) as part of a fuller assessment of Autistic 
Spectrum Disorders and ADHD. My work was direct and indirect, involving parents, teachers 
and staff at a school. I also provided consultation to staff within the team on a range of 
challenging behaviour presentations such as, verbal and physical aggression, head banging 
and self-harm.
Specialist placement - Psychotherapy (November 2010-September 2011)
Adult Psychotherapy Service
This placement is currently ongoing whilst writing this summary. Within this placement, I 
worked with a team of psychotherapists and doctors. This placement provided an in-depth 
experience of providing once weekly individual psychodynamic psychotherapy to three 
clients. The duration of therapy for two of the clients will be nine months. The third client 
commenced therapy in late April 2011 and thus, is receiving short term brief psychotherapy. 
The clients with whom I am working with have received diagnoses of anxiety and/or 
depression. However, the focus of therapy has been on a range of difficulties. Examples are, 
attachment with parents, feelings of loss and abandonment related to parents and 
significant others in the client's life, interpersonal difficulties with family members and 
partners, feelings of low self esteem, self worth, extreme distress, loneliness, anger and 
sadness. I have also offered therapy to another client during a preliminary business of 
therapy meeting, who decided not to take up therapy. In terms of case discussion and 
presentations, I have presented my work within the team and also contributed to other 
presentations delivered by team members.
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Summary o f Adult case Report I
A cognitive behoviourol assessment and form ulation o f  a White British woman in her
early twenties w ith depression
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Ms Jane Smith is a White British lady who in her early twenties. Her Psychiatrist referred her 
to Psychology within the Community Mental Health Team in August 2008 for treatment of 
depression. After two initial assessment sessions, an extended assessment took place. 
Questionnaire measures were completed, future intervention goals were discussed and a 
genogram was created.
The extended assessment period helped the therapeutic relationship develop allowing Jane 
to settle into the sessions and for pertinent issues to be explored. It was felt that 
commencing therapy after the first couple of assessment sessions would have felt too 
difficult for Jane and she could disengage before a therapeutic relationship could be built. 
Issues of diversity and difference were considered for example, age, gender, ethnicity and 
culture. Interpersonal dynamics and process issues were discussed in supervision. I was 
mindful how difference and diversity within the supervisory relationship could affect the 
dialogue about difference and diversity in relation to Jane.
A collaborative formulation including a maintenance cycle and goal setting occurred. The 
rationale for commencing behavioural activation as intervention was that firstly Jane's 
primary goal was to increase her activity levels. Secondly, recent literature on behavioural 
activation has shown favourable outcomes for people with depression (Veale, 2008). Jane 
attended and engaged in all the sessions despite at times not having implemented any new 
activities. She found the cognitive element of the sessions difficult initially. Future 
interventions will involve social skills and cognitive work on her core beliefs to increase 
Jane's self esteem and confidence.
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Summary of Adult case Report II
A cognitive behavioural intervention with a White British man in his early twenties 
presenting w ith obsessive compulsive disorder
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Mr Mark Daniels is a White British man in his early twenties. He first presented at the 
Community Mental Health Team in January 2009 and was assessed by a psychiatrist who 
referred him to psychology within the CMHT for Cognitive Behavioural Therapy (CBT) 
treatment for obsessive compulsive disorder and harmful use of substances.
During three initial assessment sessions information was gathered on Mark's current 
difficulties, background history and his ability to use psychology. To measure Mark's level of 
global distress, depression, anxiety and symptoms of OCD psychological measures were 
utilised at pre and post therapy stages. Issues of diversity that could impact upon the quality 
of therapeutic alliance were discussed and explored in supervision and with Mark.
A collaborative formulation including maintenance cycles and goal setting occurred. CBT was 
chosen as the treatment model of choice because thoughts play a central role in OCD 
(Margraf, Barlow, Clark & Telch, 1993) and has a good evidence base for effectively treating 
OCD (NICE, 2005).
Exposure response prevention (ERP) work was undertaken to help Mark challenge the 
ecological validity of his intrusive thoughts (Wells, 2001), learn alternative strategies for 
behaving in response to them and to assist the development of an alternative belief system 
(Fairfax, 2008). Mindfulness was also taught as it useful with OCD and complements both 
CBT and ERP work. Mark engaged very well in all the sessions and was able to manage his 
OCD well. His decreased scores on psychology measures at post therapy stage reflected his 
progress.
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Summary of Neuropsychological Case Report
A neuropsychological assessment o f a British Indian man in his late twenties fo r
learning disability
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Mr Jamie Pereira is a British Indian man in his late twenties who was referred to the 
Psychology department of the Community Learning Disability Team (CLDT) by a CLDT in a 
neighbouring locality. The aim of the referral was to establish if Jamie would meet the 
criteria for a learning disability and be eligible for their services. Jamie's father had 
approached the CLDT in their local area to enquire if they could support Jamie to find work. 
Jamie stated that he also had difficulties with communication and social interaction, 
consequently had no friends.
To determine whether Jamie would meet the criteria for a learning disability, the following 
assessments were undertaken: The Wechsler Adult Intelligence Scale, 3"^  ^edition, UK version 
(WAIS-III) and the Adaptive Behaviour Assessment System, 2"^  ^edition (ABAS-II).
Jamie met the criteria for having a learning disability as he has significant impairments in the 
domains of intellectual functioning, significant impairment of more than two adaptive/social 
functioning and age of onset before adulthood. Due to concerns about Jamie's memory, the 
Rivermead Behavioural Memory Test, RMBT (Wilson et al., 1985) was used. It indicated that 
Lee's memory functions at the level of 'Poor'. The Gilliam Autism Rating Scale, GARS, 
(Gilliam, 1995) was completed, which suggested that Jamie has a 'Very Low' probability of 
having autism.
Recommendations were that Jamie may benefit from using memory aids and remembering 
information pictorially rather than verbally. Jamie may benefit from receiving support from 
the referring CLDT to find employment and build confidence and social skills.
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Summary of Oral Presentation of Clinical Activity
The development o f  a strong therapeutic alliance
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Mr Nick Hardy is a seventy four year old White British man with a diagnosis of Bipolar 
Affective Disorder. He was referred to the psychology service of the Community Mental 
Health Team by the psychiatrist in April 2010 following Nick's emergency admission to the 
inpatient ward after disclosing suicide risk. The referral requested support for Nick in relation 
to managing his mood, alcohol consumption and interpersonal difficulties. He has a history 
of alcohol consumption and having various treatments, including psychotherapy. He has 
been married and separated twice. He has five children and is in contact with two. Currently, 
he is in a six year relationship.
The assessment period was three sessions long. It involved gathering historical and current 
information on his moods, alcohol consumption and risk of suicide. Self report measures 
were also completed. During the assessment process, Nick identified three main areas of 
concern. Firstly, relationships - Nick said that his mood changes were dependent upon his 
feelings related to relationships; fearing abandonment and feeling cheated. Secondly, 
management of Bipolar -  Nick said that he could not cope with the rapid cycles of high and 
low moods. They were having a negative impact upon him and others around him leading 
him to contemplate suicide. Thirdly, alcohol consumption -  Nick spoke about being fearful of 
alcohol. He had recently consumed alcohol after not having consumed alcohol for fifteen 
years. Nick has attended AA meetings on for the last fifteen years.
In relation to my development as a psychologist, key learning occurred in my Older Persons 
placement. I had more opportunities to work in a more holistic way, drawing ideas from 
various models: health, psychodynamic, systemic, CBT and schema. The style of work felt 
alike to counselling, especially when with some clients, the sessions were a space for the 
client to share anything they wanted. Providing sessions of schema therapy was a valuable 
and novel experience. I had to be creative in adapting exercises and techniques. I further 
developed my skills in working with strong emotions in the sessions, managing and 
responding to challenging feedback and maintaining boundaries to maintain the sessions as 
a safe and consistent place. I once again was reminded that being authentic and empathetic 
is key. The quality of the therapeutic alliance is crucial and central in assisting the client to 
explore and discuss painful matters. I further developed my reflective skills in supervision 
and how to manage strong transference and counter transference.
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Through this experience, I developed a higher sense of competence and confidence in 
relation to my clinical skills and expertise. Examples of this are being able to manage 
unexpected dialogue and dynamics in the session, responding authentically to the client, 
taking time to think things through with a client, saying when I'm unclear and need the client 
to help me understand and giving difficult feedback appropriately. This experience began 
preparing me for my specialist psychotherapy placement for example, the depth of the 
clinical work and specific therapeutic alliance issues that may arise.
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Summary of Psychodynamic Case Report
Psychodynamic psychotherapy w ith a Norwegian woman in her early fifties  
presenting w ith depression, anxiety and personality difficulties
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Mrs Gertrud Eriksson is a Norwegian lady in her early fifties. She was referred to the 
Psychotherapy department from the Primary Care Mental Health Team in mid 2009 for 
having symptoms of depression and anxiety.
Gertrud was assessed by a consultant adult psychotherapist (and clinical psychologist) over 
four assessment meetings. After approximately 14 months on the waiting list, I invited her to 
a preliminary meeting to discuss commencement and business of therapy. I offered 
individual, once weekly, fifty minute long sessions of therapy, which commenced in 
November 2010 and will last till August 2011. To date, Gertrud has attended fourteen 
sessions and cancelled five. I have been unable to provide six sessions; I was on leave for 
three, attended teaching for two and cancelled one due to being sick.
I have been mindful of issues of diversity and difference between Gertrud and I, which could 
affect the quality of our therapeutic relationship. My aim was to help create a potential 
space in which I could perhaps take on the role of a container (Bion, 1970) and be able to 
hold (Winnicott, 1955) Gertrud when she shared emotional pain. My formulation was based 
and guided by the ideas of the British Independent School of Psychoanalysis. In therapy, I 
have tried to assist Gertrud in exploring and understanding her current difficulties and their 
links with her teenage and adult relationships with her mother and her own daughters. 
Linked to this, exploring her identity and the notion of an identity was also identified.
Summary of Psychodynamic Case Report
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Research Log
1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology and 
literature search tools
V
3 Critically reviewing relevant literature and evaluating research methods V
4 Formulating specific research questions V
5 Writing brief research proposals V
6 Writing detailed research proposals/protocols V
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
V
8 Obtaining approval from a research ethics committee V
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research V
11 Collecting data from research participants V
12 Choosing appropriate design for research questions V
13 Writing patient information and consent forms V
14 Devising and administering questionnaires V
15 Negotiating access to study participants in applied NHS settings V
16 Setting up a data file V
17 Conducting statistical data analysis using SPSS V
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis V
20 Choosing appropriate quantitative data analysis V
21 Summarising results in figures and tables V
22 Conducting semi-structured interviews V
23 Transcribing and analysing interview data using qualitative methods V
24 Choosing appropriate qualitative analyses V
25 Interpreting results from quantitative and qualitative data analysis V
26 Presenting research findings in a variety of contexts V
27 Producing a written report on a research project V
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
V
30 Applying research findings to clinical practice V
Research Log
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Abstract o f Qualitative Research Project
Do trainees' perceptions o f the ir f irs t supervisory reiationship impact on subsequent 
supervisory relationships and, i f  so, in w hat ways?
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This study's aims were to gain a better understanding of Trainee Clinical Psychologist's 
perceptions of their first supervisory relationship and if it impacted upon subsequent 
supervisory relationships and if so, in what ways. A convenience sample of five female 
participants, all second year Trainee Clinical Psychologists was obtained by contacting the 
buddy of each researcher. Buddies typically have been on the same placement as the 
researchers and have had the same supervisor. For this reason, it was important to ensure 
that none of the researchers interviewed their own buddy.
All five researchers interviewed one participant. Semi-structured interviews were used and a 
short, semi-structured interview schedule was developed through a process of group 
discussion. The interview schedule aimed to elicit information regarding the experience of 
the trainee on each placement, the nature of the relationship with their supervisors, aspects 
of difference and diversity between trainee and supervisor and the experience of changing 
between one supervisor and the next. The interviews were analysed using thematic analysis.
The findings consisted of four core themes that the participants believed were important 
factors contributing to the quality of their first year supervisory relationship and influencing 
their second year supervisory relationship. These were: trainee needs, supervisor qualities, 
things gained from first year supervisory relationship and transition to next supervisor. The 
findings related to two distinct sets of experiences. Participants who had a bad first 
supervisory relationship had thought more about supervision. This enabled them to make 
good use of their second supervisory relationship, than participants who had had a good 
relationship in the first year. The latter group described the process of adaptation to a more 
difficult relationship as being particularly challenging.
Abstract of Qualitative Research Project
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Service Related Research Project
Investigating m ental health professionals' a ttitudes towards carers and the carers'
assessment process
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Abstract
It was hoped that the audit would provide the Adult Community Mental Health Team 
(CMHT) with information about staff attitudes regarding the carers' assessment process and 
that the audit's findings will be used in the implementation of a carers' group in the service. 
The study was a mixed-method design involving quantitative and qualitative methods. NHS 
ethical approval was not necessary for this audit. A semi-structured interview schedule was 
devised after consultation with the Team Manager and the Clinical Psychologist. The 
interview schedule was piloted with the first interview and no changes were made. 
Quantitative data was collected for the response rate for carers assessment packs sent out 
to carers offering a carer's assessment. Quantitative data was analysed by hand by 
completing frequency counts. Qualitative data recorded from the interviews was transcribed 
and analysed using the qualitative analysis technique, thematic analysis. Findings showed 
that participants had a good understanding of the carers' assessment procedure utilised 
within the team and had positive attitudes towards working with carers. Participants stated 
that they faced a range of challenges when trying to effectively work with clients and their 
carers. They recognised the impact of being a carer on a person's health and valued 
supportive carers' groups. Carers were recognised as vital contributors to client's care and to 
services. Recommendations include continuing with the drop-in surgery for carers and to 
evaluate this service in the future, to set up a carers' group and to ensure protected time to 
work with carers and their families.
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Introduction
One in six people of working age suffer from mental illnesses (Department of Health, 1999). 
In the UK, it is estimated that as many as one thousand five hundred people may be involved 
in a carer's role for a relative or a friend with mental illness or dementia (Maher & Green, 
2002). Recently, carers have received increased recognition for their roles, which has led to 
policy initiatives, such as the Carers (Recognition and Services) Act 1995 and the Carers and 
Disabled Children Act 2000. These policies assert that carers are entitled to an assessment of 
their ability to provide care. Standard Six of the National Service Framework (NSF) for Mental
Health (Department of Health, 1999) concentrates on the needs of carers who care for 
people who are mentally ill. The document states that all carers who provide frequent and 
considerable care for a person on the Care Programme Approach should have a carer's 
assessment. This entails an assessment of their caring, physical and mental health needs. 
Carers should be provided with accessible and relevant information, education and training 
programmes, support groups, information of help lines and interventions that are targeted 
at the whole family. These policies are important as carers often do not identify themselves 
as carers and are unaware of the support they may be entitled to (Department of Health, 
2008).
Carers within families have an important role in the treatment and rehabilitation of persons 
with mental illnesses (O'Doherty & Doherty, 2008). Carers benefit from training on coping 
skills and problem solving as it reduces patients' hospitalisation rates (Cassidy & O'Callaghan, 
2001). Carers and family members appreciate support from mental health services as it helps 
the family cope with the stresses of mental illness (Gavois et al., 2006 as cited in O'Doherty 
& Doherty, 2008). Research has found that in comparison to the general population, carers 
and relatives of person with mental illness are at a greater risk of psychiatric morbidity and 
stress-related illness (Kelly & Gamble, 2005 as cited in O'Doherty & Doherty, 2008). Families 
and carers report that the processes within support groups are helpful even if they attend 
infrequently. Carers report a high level of satisfaction with support form carers groups when 
they lack support from other sources. Support groups can often provide a mutual gain 
between participants. Carers who support other carers report an improvement in their 
relationships with their family members and the relative for whom they provide care (Heller 
eta!., 1997). Carers within families have been recognised as useful sources of knowledge and 
can educate mental health providers on how to best intervene with the client who is unwell
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(Greenberg et al., 2006). Research into attitudes is important as it can provide an insight into 
peoples' views, beliefs, value base, assumptions and knowledge base regarding a topic.
Aims
This audit was important for two reasons. Firstly, it provided the Adult Community Mental 
Health Team (CMHT) with information relating to staff attitudes regarding the carers' 
assessment process. Secondly, information from the audit will be used in the 
implementation of a carers' group in the service. The audit aimed to:
1) Investigate staff's understanding and attitudes regarding the carers' assessment 
procedure utilised within the team.
2) Highlight factors that impact upon staff's ability to complete carers' assessments
according to the required time frame.
3) Investigate staff's attitudes regarding carers' needs.
4) Investigate staff's attitudes regarding supportive carers' groups.
5) Investigate staff's attitudes regarding carer involvement in the service.
Method
Design
The design of the study is a mixed-method design involving quantitative and qualitative 
methods. Morse (1994) has suggested that phénoménologies aimed at best understanding 
experiences, should have about six participants. For this study a sample size of seven was 
considered sufficient.
Setting
The audit was carried out in an adult CMHT. The multi-disciplinary team (MDT) consists of 
one Clinical Psychologist, one Trainee Clinical Psychologist, one Senior House Officer, one 
Cognitive Behaviour Therapist, Consultant Psychiatrists, Social Workers, Community Support 
Workers, Social Worker students. Community Psychiatric Nurses, Approved Service Manager, 
Team Manager, and Deputy Manager who also holds a role of Senior Social Worker.
Service R ela ted  Research P ro ject
Research Dossier 85
Participants
Participants (N = 7) were representative of the disciplines within the MDT at the CMHT. The 
sampling method was convenience. Recruitment of the participants was completed in three 
steps. Firstly, the Trainee Clinical Psychologist informed all staff about the study at a team 
meeting. Secondly, the Trainee Clinical Psychologist emailed the team inviting one person 
from each discipline to be interviewed. Thirdly, those who accepted the invite were accepted 
as participants.
Instruments
A successful interview is considered to be one that includes a good balance of questions and 
answers, which are general and specific (Smith, 2008). The semi-structured interview 
schedule (Appendix 1) for this audit was devised after consultation with the Team Manager 
and the Clinical Psychologist. The questions were piloted with the first interview. No changes 
were made to the schedule as they were not deemed necessary. A spreadsheet with 
information regarding carers' assessments and their status was available for this audit.
Procedure
The interviews took place at the CMHT in a private and quiet room and were digitally 
recorded. Interviews ranged from nine to seventeen minutes. At the start of the interview, 
the Trainee Clinical Psychologist informed the participant about the interview and what it 
entailed. Participants had the opportunity to ask questions and were informed they could 
refuse to answer any questions and withdraw their involvement at any time without giving a 
reason.
Ethical considerations
NHS ethical approval was not deemed necessary for this project as it was an audit. In 
accordance with the Data Protection Act (1998), electronic data and information was stored 
in password protected files on a computer. Any personal information provided during the 
interview was anonymised and fictional names were used during transcribing. These 
procedures ensured anonymity and confidentiality.
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Data analysis
The quantitative data was analysed by hand by completing frequency counts. The qualitative 
data recorded from the interviews was transcribed and analysed using the qualitative 
analysis technique, thematic analysis. This approach involves sorting and categorising the 
data, but focuses on what is meant by the terms. Certain words and phrases are grouped 
together Themes within the data become apparent, allowing appropriate modification to 
occur (Parker 2005; Boyatzis 1998; Braun & Clarke, 2006). Grounded theory (Glaser & 
Strauss, 1967) and Interpretative phenomenological analysis (IPA; Smith, Jarman & Osborn, 
1999) were considered as possible analysis approaches. Grounded theory method was not 
chosen as it can be a lengthy process as it requires theoretical saturation. Due to the 
potentially small sample size, this analysis method was not appropriate. Whilst IPA seeks 
patterns in the data, it has a theoretical framework and is theoretically bounded, making it 
less flexible to use in comparison to thematic analysis (Smith, Jarman & Osborn, 1999). With 
these considerations in mind, thematic analysis was the most appropriate analysis approach 
to use.
Results
Quantitative findings from the audit
Monitoring of the carers' assessments began in June 2008 when carer's information packs 
were sent to sixty five carers offering a carer's assessment. Eleven carers consented to 
having a carer's assessment.
Table 1: Outcomes of the letters offering carers' assessments
Total number of letters sent to carers offering a carers' assessment 65
No response received 46
Carers' assessments requested 11
Carers' self assessment requested 7
Carers' assessments completed 7
Carers' assessments outstanding 4
Reasons for outstanding carers' assessments were time constraints (N=3) and the client did 
not attend the appointment (N=l).
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Qualitative findings from the seml-structured Interviews
Thematic analysis of the interviews led to the emergence of four main themes with sub 
themes, which are described below.
Theme 1: Carer needs
Participants recognised a range of carer needs and spoke about the importance of carers' 
feeling supported. Four sub-themes emerged, which are presented below.
Emotional
Carers should be listened to, empowered, validated and recognised in their role as carers 
who input greatly into clients' care, for example "I think the most important need of the 
carer is to felt heard and understood...to feel that somebody is at the other end of the phone 
ready to...respond" (Interview F, 50-52).
Practical
Carers should be provided information, guidance and advice relating to money matters, 
statutory entitlements and rights, crisis management and services. A participant said "...they 
have a lot of varying needs...someone to speak to offload onto to, it could be practical 
support, it might be financial support...their needs...cover the same span as to our 
clients...carers themselves can have mental health needs...physical health needs" (Interview 
G, 26-30).
Educational
Carers should be provided with psychoeducation on a range of topics. Participants said 
"...they would benefit from clarity regarding legislation and confidentiality, about the mental 
health act" (Interview E, 76-77) and "...education around managing symptoms...would be 
really useful in terms of the carers feeling a bit more confident about how they are doing and 
feeling a bit more supported" (Interview D, 144-146).
Social
Social support was considered important and carers' groups were seen as valuable. A 
participant said "Some carers may need a social outlet...their life may be so restricted around 
the caring role that socially they may be deprived. If we have a social group they can come
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and meet other carers. It might be useful and helpful to them and even empowering to know 
that other people go through the same difficulty" (Interview G, 54-58).
Theme 2: Challenges
Participants said they faced many challenges when working with carers and completing the 
carers' assessments. Three sub-themes emerged, which are presented below.
Organisational
Participants discussed time and resource constraints, high case load numbers and team 
procedures. A participant said "...we send all the assessment offer packs out but then we 
don't have the manpower to offer them assessments straight away" (Interview D, 78-80) and 
"...it's not been followed up and they're being lost in the system" (Interview D, 65-66).
Administrative
Participants said that the completion of carers' assessments as a legislative task felt like a 
'box ticking' exercise, "The assessment framework itself feels like an unnecessary 
bureaucratic paper chase" (Interview E, 5-7). The assessment form was criticised for being 
inappropriate in terms of its style, format, content and use of language, for example "...some 
of the questions tend to repeat themselves...are quite embarrassing...and they don't seem to 
make sense sometimes..." (Interview B, 30-31).
Ethical
Participants said they encountered ethical and moral dilemmas. The following quote 
exemplifies this well, "...patients do want their carers to be consulted...do not necessarily 
believe that they have a mental health problem...some of them have incorporated their 
carers sometimes in their delusions. Sometimes the carers are people who have been 
abusive...the legislation is very benevolent in its outlook in the way its trying to help it does 
not take away the complexities of family life..." (Interview C, 30-36).
Theme 3: Carer involvement
Participants had many ideas regarding carer involvement in the service. Three sub-themes 
emerged, which are presented below.
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Organisational
Carers could have the roles of advocates, consultants, members of boards and panels who 
could assist with staff interviews, service planning, piloting and evaluating changes. They 
could attend "...managerial meetings where they discuss service provision...be involved just 
in a less formal way...be involved in job interviews, users and carers could be invited...might 
be about having a body of carers that we consult whenever issues come up..." (Interview G, 
94-101).
Therapeutic
Carers were considered as experts in many ways due to their personal experience of being 
carers. Therefore, they could be useful if "...involved in some kind of counselling with people 
with mental health conditions...carers are not qualified as mental health professionals but 
there may be a way of finding a limited role, kind of like support workers...they could 
potentially be very valuable as they carry a lot of knowledge by caring for people with mental 
health conditions. They can also facilitate groups for other carers or people with mental 
health problems" (Interview E, 102-108).
Carers as experts
Participants felt that completing carer's assessment was much easier when carers accepted 
their role as a carer and engaged in the assessment process. When working with clients, a 
carer's presence was useful, as they could provide helpful information that the client may 
not, "...they can communicate with us, they can see the early signs of the breakdown...they 
have to feel able to contact us and say I think my son is having these symptoms..." (Interview 
A, 89-91). Carers can advise professionals regarding best practice and help reach decisions 
regarding the client's care, for example "...decision making about medication and what type 
of medication they (the client) would be more comfortable on..." (Interview A, 96-97).
Theme 4: Future change
Participants visualised many ways in which the service could change in order to support the 
carer's assessment process and carers in general. Three sub-themes emerged, which are 
presented below.
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Assessment form
Participants felt strongly that the current assessment form was inappropriate and impractical 
to use. A suggestion was that carers could be asked to critique the form and offer advice on 
changes that could be made to the design, format, language, style and content. A participant 
said "...shorter assessment forms or format...very succinct and to the point" (Interview B, 
167-170).
Service provision
The need to address the diversity of clientele, including language and how information is 
communicated was highlighted, for example "...to be proactive and sometimes not just send 
out massive inflation of letters with self assessment...that's going to just target a certain 
amount of people who are articulate and able to write, probably speak English as their first 
language...we need to be a bit more sophisticated in our response and targeting" (Interview 
C, 151-155). Other suggestions were having a service with flexible opening hours with 
alternative means of assessing carers, developing better links with other services in the 
Borough, having staff available for carers, providing psychoeducation and increased funding 
for respite breaks.
Improving the service and access
It was felt that the service needed to promote itself better for example have a "... carer 
workshop from time to time...around education, around diagnoses, around treatment...keep 
them informed of the latest developments and changes within the system...open day for 
carers to come in and do presentations and meet with the carers...would probably be very 
useful for the service" (Interview F, 109-117). The service could become flexible in its 
delivery by "...modifying times, telephone support...having telephone assessment" (Interview 
F, 139-140).
Obtaining regular feedback from carers through the use of questionnaires and consultations 
to improve the service was seen as beneficial. A participant said "I think more around 
strategic planning...changes to services...what they find helpful, what they find not 
helpful...sharing the knowledge around that really and piloting stuff" (Interview F, 101-105).
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Discussion
The discussion will answer each of the research aims in turn with the findings from the study. 
The researcher will refer to some of the relevant literature that was mentioned in the 
introduction and consider how the current findings relate to the existing literature.
Firstly, participants showed a good understanding of the carers' assessment procedure 
utilised within the team along with positive attitudes towards working with carers. Secondly, 
participants spoke about a range of challenges they faced when completing carers' 
assessments, such as administrative delays, time constraints, high case load numbers, lack of 
resources and ethical and professional dilemmas. These acted as a major hindrance in being 
able to work effectively with carers.
Thirdly, participants recognised the impact of being a carer on a person's health and that 
carers may have a range of needs. Participants recognised the importance of completing 
carers' assessments to support carers with a range of needs, such as emotional, mental, 
physical and social. Participants supported previous findings that carers are at risk of 
becoming mentally unwell (Kelly & Gamble, 2005 as cited in O'Doherty & Doherty, 2008). 
Participants supported the view that carers often do not identify themselves as carers 
(Department of Health, 2008) and reported that when carers did identify themself as carers, 
completing the carers' assessments was easier. Similar to Cassidy & O'Callaghan (2001), 
participants believed that carers would benefit from training and psychoeducation. This 
would equip them with coping skills and knowledge that would assist them in their role.
Fourthly, participants spoke positively about supportive carers' groups and similar to the 
findings from Heller et al., (1997). Participants recognised the positive benefits of carers' 
groups for the carers, the person being cared for and the wider family. Similar to Greenberg 
et a!., (2006), participants recognised carers as vital contributors to the client's care and also 
towards making changes in service provision, re-structuring, piloting and delivery. This is 
hoped to make the service more appropriate and accessible for carers with diverse needs.
Critical evaluation and limitations
I think that whilst the study was useful in ascertaining staffs' views regarding the carers' 
assessment process, carers' needs and working with carers, it could have been 
complemented by ascertaining carers' views. A limitation of the study was that two
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participants had not completed carers' assessments. This meant that they were only able to 
offer views and not talk about personal experience. Within the team, the Support Worker is 
responsible for the completion of all carers' assessments for all carers' who are caring for 
clients who are at the Standard Level of CPA care.
Personal reflection
My personal awareness and insight into the carers' assessment process and working with 
carers was increased by interviewing staff. I have learned about the challenges of working 
with carers and how services can impact upon the potential work undertaken. I realise how 
services can unintentionally make it difficult for clients to access support because of 
procedures that may not address the diversity of clients.
Conclusion
The audit revealed positive attitudes within the CMHT towards carers and working with 
carers. Key suggestions for changes to the service include continuing with the drop in surgery 
for carers to discuss issues and to evaluate this service in the future. In addition, to set up a 
carers' group and to ensure protected time to work with carers and their families. All 
findings will be presented to the team and provided in a report to the service.
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Appendix A - S em i-s tru ctu red  In te rv ie w  Schedule fo r  In d iv id ua l In te rv ie w
Hello, thanks for taking part in this interview today. The interview should last no more than 
15 minutes and will involve me asking you some questions about carers. The interview will 
remain confidential and your personal details will be anonymised. Only my university 
supervisor and I will have access to the recording for the purposes of analysis. You are within 
your rights to refuse to answer any questions and discontinue the interview without 
providing me a reason. Do you have any questions?
1) What are your views about undertaking carers' assessments?
Prompts: What are your thoughts? What are your feelings?
2) Are there any things that make it easy for you to complete carers' assessments?
Prompts: Are there any personal factors? Are there any organisational factors?
3) Are there any things that make it difficult for you to complete carers' assessments? 
Prompts: Are there any personal factors? Are there any organisational factors?
4) What do you think carers' needs are?
Prompts: What could help carers? How could carers be supported?
5) What are your views regarding carers' groups?
Prompts: What are the advantages of them? What are the disadvantages of them?
6) What are your views regarding carer involvement in the service?
Prompts: What are the advantages of having carer involvement? What are the 
disadvantages of having carer involvement? How could carers be involved in the service?
7) Do you think the service could change in any way to support carers? If so, how?
Prompts: What changes would you like to see? What do you think would be useful?
8) Do you think the service could change in any way to support the carers' assessment 
process? If so, how?
Prompts: What changes would you like to see? What do you think would be useful?
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Appendix B - Evidence of the SRRP presentation to the team 
Correspondence from the team manager post presentation of the SRRP
From: Thomas-Dickson, Arlene 
Sent: 22 March 201115:27 
To: Kataria, Rupa 
Subject: RE: SRRP presentation
Dear Rupa
The team value your psychological input and contribution toward clients and carers care 
within the Richmond CMHT. I do hope you did enjoy your time with us. Thank you for doing 
the SRRP presentation to the team and the report you have sent me.
Thank you again and all the best in your studies.
Regards
Arlene Thomas-Dickson 
Team Manager
Richmond Community Mental Health Team
Richmond Royal
Kew Foot Road
Richmond
TW9 2TE
Tel No: 0208 772 5675 
Fax No 0208 332 6114 
Arlene.Thomas-ciick5on@5wlstg-tr.nhs.uk
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Abstract
The study is a narrative analysis of the accounts of five British Asian men aged between 23 
and 42 years of age, who were inpatients with diagnoses of a mental illness. The aim of the 
research was to gain a better understanding of the psychological impact of an admission to 
an inpatient psychiatric service upon South Asian men and their families.
Data was derived through flexible use of a semi-structured interview schedule. Participants 
spoke of their life and circumstances prior to their hospital admission, including the nature 
of their family relationships, their experiences of being a patient, and their hopes for the 
future post discharge from hospital.
A summary of each participant's story is presented. The case study analysis of each account 
presents the core narrative, tone, notion of self construct, self in relation to others and 
genre within each narrative. Cross analysis of all the accounts showed similarities and 
differences present in the participants' stories.
The findings are discussed in relation to an overarching genre 'Journeys of potential 
reparation and new beginnings', which captured the meta-narrative across the participants' 
accounts. It relates to participants' future hopes and plans for recovery and in some cases, 
an understanding of the fragility of these plans. Genres of participants' individual accounts 
seemed to fit with this overall sub-genre "...it's going to be a fight...". Participants 
anticipated struggles continuing post-discharge in relation to their psychological care and 
recovery, re-building their identities and lives, maintaining or re-building meaningful family 
relationships and having a sense of belonging in their family, cultural community and/or 
wider society. Implications for theoretical, clinical, training and development for 
professionals and service provision are discussed. Finally, strengths and limitations of the 
study, ideas for future research, the conclusion, and my final reflections are discussed.
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Chapter 1; Literature Review
1.1 Overview of Chapter one
Despite the fact that National Health Service (NHS) mental health services in the UK are 
mandated to provide equal and effective care to all service users, there is growing literature 
that suggests that Black minority ethnic (BME) group's experience poorer access to these 
services and consequently, have poorer outcomes compared to the majority White 
population. The purpose of this study is to explore South Asian male service users' 
experiences of inpatient mental health services in light of this discrepancy and to 
specifically investigate the impact of an inpatient psychiatric admission upon their family 
relationships. To contextualise and provide a rationale for this research, this introduction 
will review the literature on White and BME person's experiences of access to mental 
health services. Literature related to South Asian person's experiences of community and 
inpatient mental health services will be explored, outlining some of the difficulties that this 
group faces in utilising mental health provision. This review will demonstrate the dearth of 
literature regarding BME person's experiences generally and more specifically, in relation to 
South Asian men.
It is important to focus upon South Asian families because they may vary considerably from 
Western families in terms of culture, and values in relation to identity, family, and social 
relationships. Research suggests they favour communalism, interdependency, and 
conformity, instead of individualism. Inpatient experiences of both the majority White and 
South Asian populations will be discussed. It will be argued that is it important to know how 
an inpatient psychiatric admission is experienced by South Asian service users and their 
families. Families are discussed as important sources of support and influence that could 
help clinicians work more culturally sensitively and competently with South Asian 
populations.
1.2 Definition of 'B M E \ "South Asian' and 'Black' men
'BME' refers to African, African Caribbean, Black Caribbean, Black African, Other Black, 
Indian, Bangladeshi, Pakistani, Chinese, White European groups, Irish and mixed heritage 
groups (Healthcare Commission, 2010). Throughout this study, 'South Asian' refers to 
persons who are born in India, Pakistan or Bangladesh who are resident within the UK or
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are second-generation British (Pandya & Herilhy, 2009). 'Black' may also refer to persons 
from the South Asian community who originate from the Indian subcontinent (Robinson et 
al., 2010; Wilson et al., 2001).
1.3 Literature search strategy
Relevant literature was identified from the following electronic databases, ASSIA, MedLine, 
PsycholNFO, Psych Articles, Web of Science, National Institute of Health Research, Cochrane 
Collaboration and Data Base for the Centre for Reviews and Dissemination. Search terms 
were checked in each database thesaurus and included, Asian, South Asian, Black, Black and 
minority ethnic, mental illness, mentally ill persons, mental ill*, mental health, mental 
disorder, mental health services, psychiatric, inpatient admission, family and community. 
Literature was also identified from reference lists of relevant articles, the Department of 
Health (DoH) and voluntary sector organisations' websites, such as Mind, Rethink, King's 
Fund, Sainsbury Centre for Mental Health and the Public Press due to a dearth of published 
BME literature. Only UK literature was reviewed and included in this review. Relevant 
literature on Black communities was included to provide a fuller picture, but the focus for 
this study remains upon South Asians' views and experiences of mental illness, its impact 
upon families, mental health service provision, and the interaction of these.
1.4 Providing equitable mental health provision
NHS mental health services must be free of discriminatory procedures, and practice and 
promote equality of opportunities, and good relations between public authorities, service 
users and persons from different cultural and racial groups (The Equality Act, 2010; The 
Human Rights Act, 1998; The Race Relations (Amendment) Act, 2000). The UK government 
has recognised that mental health services have not provided equitable health provision to 
BME service users and carers. This has resulted in BME groups experiencing difficulties in 
accessing health care, receiving poorer services and achieving poorer health outcomes 
compared to the majority White population (MacPherson Report, 1999; Mental Health Act 
Commission, 1997; Alexander, 1999; DoH 2000, 2005b, 2008, , 2009; Healthcare 
Commission, 2005-2010; Johnson et al., 1997; Kapsi & Silvera, 2002; Keating et al., 2003). 
BME groups have under-utilised mental health services and have reported adverse 
experiences and coercive treatments (Bhui, 2002; Bhui et al., 2003; Bhui et a i, 2006; Mind 
2009a, 2009b; Sainsbury Centre for Mental Health, 2006).
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To help provide more equitable mental health service provision for BME groups, guidance, 
recommendations and frameworks of standards have been proposed. Suggestions include, 
providing race equality and cultural awareness training, mental health promotion, 
decreasing discrimination and increasing consultation with BME communities (Alexander, 
1999; DoH 2001, 2002, 2003; Johnson et al., 1997; NHS Executive, 1999; Sainsbury Centre 
for Mental Health, 2006). Additionally, advisory groups have assisted in the development of 
mental health provision in London (Kapsi & Silvera, 2002, Stanley, 2006; Rai-Atkins et al., 
2002). The Delivering Race Equality Action Plan (DoH, 2005a) sought to provide information 
on how local primary care and mental health services could be improved to provide better 
services for BME communities.
BME groups can have different needs and requirements from mental health services than 
the majority White population (Bhui & Rüdell, 2002; DoH, 2008, 2009). These needs include 
support and assistance with financial, social and housing crises, and the loss of identity and 
support networks related to displacement, separation and trauma (Tobert, 2008). Incidence 
of mental disorders are reported as varying among BME groups (Health Commission, 2005- 
2010; Cochrane & Sashidharan, 1996), as do pathways into inpatient services and their 
management by professionals. A range of explanations exist for the documented 
differences regarding access to and experiences of service provision between White and 
BME groups (DoH, 2005a, 2008a, 2008b, 2009a, 2009b; Sainsbury Centre for Mental Health, 
2006).
A prominent explanation frequently discussed is institutional racism (DoH, 2005a, 2008a, 
2008b, 2009a; McKenzie & Bhui, 2007a; Sashidharan, 2003) and is described as an 
organisation's failure to provide appropriate service and care to its users because of their 
colour, culture or ethnic origin (MacPherson, 1999; Singh, 2007). Mental health 
professionals have displayed discriminatory attitudes and negative stereotypes of the Asian 
culture, referring to it as 'other', 'alien' and inferior to Western culture (Burr, 2002) and 
voiced negative stereotypes and assumptions regarding the needs of Black and South Asian 
female service users (Wilson et al., 2001). Advocacy is recognised as being potentially useful 
in trying to facilitate effective communication between services and BME service users 
(Mind, 2009b; Rai-Atkins et a i, 2002; Kapsi & Silvera, 2002).
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1.5 BME men's mental health
The literature raises particular concerns about BME men because in comparison to White 
men, a disproportionate number of BME men come into contact with mental health 
services following an adversarial process or crisis (Sainsbury Centre for Mental Health, 
2006). Compared to White persons, BME men are more likely to be compulsorily detained, 
have longer hospital admissions, be secluded and receive coercive treatments (Bhui & 
Bhugra, 2002a; Healthcare Commission, 2008; McKenzie & Bhui, 2007b). BME men mistrust 
mental health services and are often reluctant to engage with them due to having 
experienced coercive and racial mistreatment, believing they lack cultural competence, 
have discriminatory gender attitudes and stigmatising attitudes to mental illness (Galloway 
& Gillam, 2006; Robinson et al., 2011). BME mens' mental health is often related to 
perceived experiences of racism and being social disadvantaged in society (Nazroo, 1997) 
resulting in isolation and disengagement from services. Robinson et al., (2011) reported 
how BME men's mental health appeared to be affected by experiences of race, gender, 
community and identity, which impacted upon men's emotional resilience and well-being. 
With minimal support, levels of risk, isolation and vulnerability for BME men were high. 
These men shared multiple holistic narratives of mental well-being, illness and identity that 
reflected upon a range of social, spiritual, cultural, personal and familial factors.
Literature related to the mental health assessment of South Asian men and their expression 
of mental health distress is minimal (Bhui et ah, 2002a) because assessment is problematic 
and/or distress may not be expressed through mental illness, but other means (Nazroo et 
al., 1997). Examples include, excess alcohol (Cochrane & Sashidharan, 1996) and drug use 
(Uddin et al., 2008). Additionally, South Asian men may be adhering to perceived culturally 
defined roles regarding coping with distress, for example, not wanting to be seen as weak 
or out of control (Bhui et al., 2002a). Assessment procedures for South Asian men need to 
be improved to consider religious and cultural beliefs regarding health and coping, personal 
and social factors in order to gain a holistic understanding of South Asian men and the most 
appropriate treatment (Bhui etal., 2002a; Robinson etal., 2011).
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1.6 South Asian groups' utilisation o f mental health service provision
1.6.1 Perceptions of mental health services
BME service users have reported scepticism and mistrust of mental health services (Chew- 
Graham et al., 2002; DoH, 1999; 2000; McGoldrick et al., 2005). Research suggests South 
Asian people have inaccurate and/or incomplete knowledge of the range of mental health 
services available (Scheppers et al., 2006). South Asian people have perceived services as 
being culturally inappropriate and unlikely to meet their needs in terms of language, 
religion, beliefs and appraisal of their difficulties (Bhui et al., 2002; Chew-Graham et al., 
2002; Rethink, 2007, 2009). The evidence for these claims is convincing because the studies 
have a large sample size, are recruited from within the community and utilised individual 
interviews, focus groups and workshops. GPs are often the first point of contact for a range 
of difficulties. South Asian people present less often to their GPs with their psychological 
distress because they may perceive GPs to be potentially unhelpful (Bhui & Rüdell, 2002; 
Dein et al., 2010; Sproston & Nazroo, 2002). Conversely, GPs have reported South Asian 
service users to have complex presentations, which make consultations difficult (Patel et 
al., 2008). GPs cultural views of mental health difficulties can affect assessment and 
management (Odell et al., 1997; Patel, 1999), however this finding is not specific to South 
Asian people (Bhui, 2001), nor consistently reported (Bhui et al., 2000). Other factors that 
may complicate the consultation process and the relationship between GPs and South 
Asian service users are discussed below.
1.6.2 Somatisation and language barriers
So (2008) has defined somatisation as the expression of psychological distress through 
physical symptoms that have no recognised organic, which is a common experience across 
cultures and not specific to non-Western cultures. Therefore, somatisation can be 
considered as a stigmatising and judgemental term because it does not originate with South 
Asian service users, but is used to describe them. South Asian people have been said to 
under-utilise services because they are more likely to 'somatise' their psychological 
distress. This is not consistently reported. However, some studies show that participants' 
understanding of their psychological distress allowed them to articulate their views and 
receive appropriate services (Burr & Chapman, 2004; Chew-Graham et al., 2002; Dein etal., 
2010). Elsewhere, communication with professionals has been reported as being 
problematic, due to difficulties with translation (Bhui & Bhugra, 2004; Dein et al., 2010; 
Penny etal., 2009).
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It is important to understand the influence of culture upon how a person makes sense of 
mental illness because the way In which a person expresses their difficulties can 
significantly impact upon how they are understood, perceived and provided support.
1.6.3 Meaning making and cultural conceptualisations of mental illness
Culture can guide human behaviour, help organise experiences and make meaning (Crotty, 
1998). Health and illness have been long recognised as culturally constructed experiences 
(Balarajan & Soni Raleigh, 1993; Burr & Chapman, 1998; Fenton & Sadiq-Sangster, 1996). 
Beliefs regarding mental illness, help-seeking, treatment and recovery can be formed 
through a person's experiences in both their country of origin and adopted country (Sheikh 
& Furnham, 2000). Beliefs in non-Western cultures may place more emphasis on religion or 
spirituality providing a framework for meaning (Dein et al., 2008). Additionally, cultures 
that do not have psychological models of distress have been found to embrace 
psychological services less (Sulaiman et al., 2001).
South Asian researchers have argued that services rely heavily upon service users having 
insight into mental illness, often subscribing to the medical model (Fernando 2003, 2010; 
Saravannan et al., 2004). They argue that the definition of insight is Eurocentric because it 
fails to recognise that insight is dependent on one's cultural beliefs and practices, therefore 
multiple frameworks of meaning are possible (Saravannan et al., 2004). It may be more 
useful to help a person attend to their own meaning making systems. It is important to 
understand how South Asian persons construct mental illness because meanings can vary 
across cultures, persons, service users and professionals (Bhui etal., 2006; Bhui & Bhugra, 
2004; Dein etal., 2008; Dein & Sembhi, 2001; Raskin, 2002).
To sum up, a range of factors appear to impact upon South Asian groups' utilisation of 
mental healthcare, such as knowledge and experiences of GPs and mental health services, 
language barriers, professionals' assessment and management of service users, cultural 
health beliefs regarding psychological distress and coping, hopes of recovery, social 
exclusion and economic resources (Bhui & Rüdell, 2002; Goldberg, 1999; Mind, 2009). 
Awareness of these factors has led clinicians and researchers to consider how to develop 
culturally competent mental health services. This will now be considered.
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1.7 Developing culturally com petent mental health services
Researchers have proposed that health services have struggled to move away from an 
Ethnocentric paradigm (Burr & Chapman, 1998; Manderson & Mathews, 1985) with 
Eurocentric notions of mental health and diagnosis (Fernando, 2003; 2010). Diagnosis as a 
construct has been considered an unreliable and unhelpful way of thinking about BME 
persons' psychological distress because BME groups are both over, and under represented 
in various diagnostic categories within the Diagnostic and Statistical Manual of Mental 
Disorders (DSM) (Fernando, 2003; 2010; Patel, 2010). The term 'conceptual imperialism' 
(Mind, 2009a, 2009b) has been used to describe psychiatry because it embraces Western 
notions of 'normal', 'abnormal' and 'illness' in its diagnostic criteria and classifying a person 
as 'weir and 'unwell', which can result in ethnic discrimination and institutional racism 
within psychiatry (Mind, 2009a). It has been suggested that psychiatric practice should be 
improved by adopting a 'person-centred' approach and an understanding of 'cultural 
identity' (DoH, 2005b; Mind, 2007). This could facilitate reconciliation of differences 
between the service user and clinician's social and cultural world views (Bhui et al., 2006; 
Singh, 2007), potentially leading to the provision of supportive interventions and 
collaboration with treatment (Groen, 2009). Explanatory models and formulations of 
mental illness and culture can therefore, assist clinicians with assessment and treatment in 
a culturally competent way (American Psychiatric Association 2002; Bhui & Bhugra, 2002b; 
Harper & Moss, 2003; Kleinman, 1980).
There has been a growing emphasis upon developing and providing culturally competent 
mental health services for South Asian service users (Hackett, 2008). However, the 
knowledge and training required to build these services is minimal or often poorly 
evidenced (Bhui, 2003). South Asian groups have been under-represented in UK published 
mental health research and often participants' ethnic origins are not made clear (Bhui, 
2003; Bowl, 2007; Rugkasa & Canvin, 2011). BME non-executive directors of NHS trusts in 
London are under-represented, which is a concern when trying to develop and improve 
services to meet the needs of BME communities (Stanley, 2006). Researchers have 
reviewed the understanding of cultural competence in mental health (Bhui etal., 2007) and 
how to promote effective psychotherapy in a racially and culturally diverse society (Bhui & 
Morgan, 2007; Me Kenzie, 2008; Patel, 2010).
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1.8 South Asian groups' views and experiences of mental health service provision
In order to get a critical understanding of the literature on South Asian groups' experiences 
of mental health services in the UK, it will be necessary to also discuss the more general 
literature on Black people's experiences due to the similarities of position, experience and 
relevance to the topics being discussed. Researchers have investigated Black-British, 
African-Caribbean and African persons' experiences, management of mental illness and 
experiences of mental health services and considered how to improve services and 
outcomes for these groups (Afuwape etal., 2010; Wilson & Francis, 1997; Sainsbury Centre 
for Mental Health, 2002; Sisley et al., 2011). These studies have reported how Black people 
have negative experiences of mental health services, poor relationships with professionals 
and subsequently, poor outcomes. They recommended improving services and outcomes 
by providing different explanatory models of mental illness in the person's preferred 
language and practitioners having an awareness of ethnic and cultural factors.
1.8.1 Religion and mental health
Pakistani and Bangladeshi persons have reported religious beliefs as sources of support and 
coping and have favoured spiritual and social explanations of mental illness because these 
externalise the cause of mental illness outside the family, eliciting more sympathy from 
family members (Bhui et al., 2006; Dein, 2008, 2010; Penny et al., 2009). Elsewhere, 
Bangladeshi participants have conceptualised mental illness by considering biological, 
psychological and social factors and embraced medical and religious routes to healing (Dein 
et al., 2010). Dein et al., interviewed participants in Sylhetti or English enabling more 
participants to share their experiences. Understandings of how mental illness was 
conceptualised in the community was possible because of the inclusion of Imams as valued 
members of the local community. The focus of this discussion will now move to South Asian 
communities' and families' views of mental illness in order to consider how contextual 
factors can impact upon experiences of mental illness.
1.8.2 Influence of the community
It is important to understand South Asian communities' attitudes towards mental illness 
because these can hugely impact upon an individual or family's views and experiences of 
mental illness, help-seeking, treatment and recovery (Chew-Graham et al., 2002). Pakistani 
persons have presented with optimistic and normalising views regarding mental illness and 
recovery (Rethink, 2007). Elsewhere, individual and community attitudes of Indian,
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Pakistani and Chinese persons regarding mental illness have been reported to be 
stigmatising and shameful (Chew-Graham et al., 2002; Knifton et al., 2010: Rethink, 2007). 
Within Pakistani communities, fear of mental illness, a limited understanding of it, and 
wanting to keep it a secret has been evident (Rethink, 2007). South Asians have reported 
how personal and family membership of the community and their status and respect within 
it is compromised if their mental illness is known to others (Knifton et al., 2010). Elsewhere, 
community intervention regarding mental illness with Indian, Pakistani and Chinese 
communities have been shown to have a positive effect in increasing positive attitudes 
towards recovery and community engagement in mental health awareness projects 
(Knifton et al., 2010). These findings are convincing because the strengths of the study are 
the large sample sizes, the use of conversation workshops and questionnaires to reflect the 
changes in attitudes post conversation workshops. Additionally, differentiating the views of 
the three communities involved allowed the findings to be specific and enabled a 
consideration of the range of interventions that may be best suited to each community.
1.8.3 Importance of the family
Families can have an influential role in treatment and rehabilitation as they can provide 
care and support, but can also require support (DoH, 2008a). Research with White 
populations has recognised the importance of supporting families of persons with mental 
illness (Kreisman & Joy, 1974; Reupert & Mayberry, 2007; Newman et al., 2011). Pakistani 
families with relatives diagnosed with psychosis reported having difficult experiences 
compared with White families, and did not take up all aspects of the services offered 
(Penny et al., 2009). Bangladeshi marital relationships have been reported to be strained 
when a spouse has experiences of mental illness. However, research has not provided 
further information on this (Dein et al., 2010).
1.9 W hy focus on South Asian families?
It is important to gain an in-depth understanding of South Asian families because it has 
been long recognised that they have been under researched (Messent, 1992). An 
understanding of Tam il/ can vary between individuals, families and within family therapy 
practitioners (Falicov, 1995; Singh, 2009). Contrasting with Western cultures. South Asian 
cultures are reported to emphasise interdependency and conformity as opposed to 
individualism, therefore valuing communalism and cohesive extended family networks 
(Laungani, 2004; Ponterotto et al., 1995). This can pose challenges for family members, in
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particular, adolescents and parents who may have differing values regarding identity, social 
and family relationships (Gupta, et al., 2007; Rogers et al., 1997). This can then affect the 
whole family due to the emphasis on communalism (Laungani, 2004).
Family therapy research has highlighted that expectations of therapy and engagement can 
vary between older and younger clients, between generations, with the second generation 
seeking a more collaborative therapeutic relationship (Messent, 1992; Pandya & Herilhy, 
2009). This may be due to the presence of differing values and beliefs, affected by 
processes of acculturation and assimilation for South Asian people (Pandya & Herilhy, 
2009). When working with BME groups, it is more necessary to optimise the development 
of a therapeutic alliance which enables the client to feel emotionally connected and safe 
with their therapist. Consideration of the differing styles of engagement within South Asian 
families is crucial because South Asian groups can encounter difficulties in accessing and 
meaningfully engaging with mental health services. Thus, deepening understandings of 
South Asian families' experiences of mental illness, differing perspectives of the family 
system, its functioning and management of difficult experiences are useful in helping 
professionals work more effectively with this group.
The literature discussed so far has related to South Asian person's experiences of mental 
illness and of mental health care service generally. Before turning to the minimal research 
undertaken with South Asian groups experiences of UK inpatient psychiatric care, the 
existing literature on majority White service users' inpatient experiences will be explored to 
allow a comparison of the experiences of both majority and minority populations.
1.10 Service users' experiences o f inpatient psychiatric services
Service user's experiences of inpatient psychiatric admission have been investigated by 
researchers in a number of countries, including Sweden (Kjellin et al., 2004; Ostman, 2004; 
Walisten et al., 2008), United States (Hoge et al., 1998; Shattell et al., 2008), Ireland 
(O'Donoghue et al., 2010) and New Zealand (Broadbent et al., 2008). These studies 
highlight the importance of improving service users' and families' involvement in all aspects 
of psychiatric care and the opportunity to be involved in key decisions. Other common 
themes included how service users and families experienced both voluntary and 
involuntary hospital admission as difficult, even if  voluntary admission was more 
favourable. Families continued to experience some level of coercion within psychiatric
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services and felt unsupported by services. Family involvement in psychiatrie care varied 
according to the status of the family member's admission. Some service users held a 
positive view of involuntary admission as they developed an understanding of mental 
illness, recognising the negative impact of their admission upon their family, as well as the 
longer term positive impact upon their family relationships.
Literature focused on service users' experiences of inpatient mental health care provision 
will be discussed to provide a clearer picture of UK mental health services. Inpatient 
psychiatric admissions are challenging, isolating and potentially traumatic experiences for 
service users (Chase et al., 2010; Thornhill et al., 2004) and their families (Dein et al., 2010) 
requiring a process of adaptation for all concerned. A number of studies (Breeze & Repper, 
1998; Chase et al., 2010; Gilburt, 2008; Hughes et al., 2009; Thornhill et al., 2004) report 
similar key findings. Service users have reported mental health services as punitive and 
controlling, and report mistrust of staff and abuse of power by staff. Professionals, 
especially psychiatrists, are perceived as powerful beings who hold control over one's care 
and treatment. Adverse experiences within inpatient psychiatric services can lead to service 
users feeling unsafe, having diminished personal agency, self-efficacy, self-worth and a 
fragmented sense of self and identity, which can impede recovery. Positive and 
collaborative therapeutic alliances have been recognised as positively impacting upon 
service user's sense of self and identity and upon their experiences of a hospital admission, 
treatment and recovery.
Of the five qualitative studies cited above (Breeze & Repper, 1998; Chase et al., 2010; 
Gilburt, 2008; Hughes et al., 2009; Thornhill et al., 2004), only two reported participant 
ethnicity and these studies included BME groups; Thornhill et al., included two people of 
"Asian origin" and Gilburt etal., included "Asian British" and "Blacks". Questions regarding 
generalisability of findings are raised in relation to the three studies, which did not report 
participant ethnicity. Four studies were undertaken in the community asking participants to 
reflect on their previous experience of inpatient admission and one was undertaken in 
inpatient and community settings (Breeze & Repper, 1998). It can be suggested that 
difficulties with recruitment within inpatient settings may be due to service users' difficult 
experiences involving loss of identity, power, hope and voice, thus leading to service users' 
reluctance to share their experiences or perhaps withholding their voice to allow them to
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have power in a powerless predicament. The literature on South Asian service users' 
experiences as inpatients will now be reviewed to explore this.
1.10.1 South Asian service users' experiences of inpatient psychiatric services
BME persons are over-represented within secure mental health services and report high 
levels of negative experiences of health care (DoH 2008; 2009; Health Commission, 2005- 
2010; Mind, 2007; 2009; Warnock-Parkes et al., 2010). Compared to Black patients. South 
Asian patients were reported to be less likely to be admitted to inpatient services, have the 
lowest admission rates to secure wards (Commander et al., 1997), shorter admissions than 
other ethnic groups (Gupta 1991) and to be less likely to be re-admitted (Birchwood et al., 
1992). Compared to White patients. South Asians were reported to be more likely to be 
admitted to inpatient care (Commender et al., 1997), but to have lower admission rates to 
forensic mental health services compared to Black and White patients (Coid et al., 2000). 
Whilst differences exist between these groups' rates of admission to mental health 
services, it is clear that South Asian service users do receive inpatient psychiatric care, 
making it crucial to gain an understanding of their experiences.
Research undertaken in an inpatient forensic service included White and BME service users 
and staff (Warnock-Parkes et al., 2010). Thematic analysis of the findings found that a 
majority of service users felt their cultural needs were met appropriately by staff from 
different cultural backgrounds. This echoes findings of Bangladeshi participants reporting 
satisfaction with mental health services (Dein et al., 2010), but contrasts the finding of 
McKenzie (2002) where dissatisfaction with mental health services was raised. It is not clear 
how these studies ascertained satisfaction levels from service users, what questions were 
asked and which aspects of mental health care provision were evaluated. BME service 
users' views are reported collectively, which does not provide information on the specific 
views of a particular ethnic group and nor does this allow a consideration of any subtle 
differences in views that may have been present.
Other research undertaken at a community mental health team, a voluntary community 
based resource for South Asians and from an inpatient psychiatric service (Bowl, 2007) 
reported that Indian and Pakistani service users expressed dissatisfaction with the inpatient 
care they received. They stated that it did not prepare them for post-discharge in the 
community. They reported experiences of cultural exclusion within statutory mental health
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care services, viewing the services they received as not culturally sensitive and feeling that 
language barriers increased their subjective feelings of vulnerability. Participants reported 
feeling disregarded by commissioners in relation to the planning and delivery of services. 
The study revealed difficulties in recruiting from an inpatient setting as only three of the 
twenty three service users were current inpatients; none were recruited from the 
community mental health team. This raises the question about how representative these 
views are of service users' who access mental health care services. However, all participants 
shared either current or past in-patient experiences.
The experiences of acute mental health care and a home treatment team for White, Black 
and South Asian service users have been investigated using a qualitative methodology 
(Welch et al., 2010). The study found that ethnic differences impacted upon service users 
experiences of their inpatient stay and their struggles to comprehend the reasons for their 
admission. Ethnic differences did not appear to impact upon service users' pathways into 
care, their conceptualisation and understanding of mental illness suggesting there is no 
differential management of service users. South Asian service users and their families 
reported having strong family support networks and some service users were often found 
to be living with their families, more so than Black and White persons. This finding 
highlights the value placed upon communalism with South Asian families, supporting the 
findings of Commander et al., (1999). Services from the home treatment team were 
experienced more favourably compared to the inpatient psychiatric services. Multiple 
frameworks of meaning were present as Pakistani service users and carers spoke of the 
importance of their faith and consultation of alternative healers alongside statutory health 
services. This demonstrates that families can support various pathways of care and 
treatment. Additionally, family and community contexts can hold powerful meanings for 
persons.
1.11 Theoretical rationale
Studies discussed demonstrate the difficulties in recruiting South Asian service users for 
inpatient setting research, thereby making it difficult to hear their views. The findings paint 
a mixed view of service users' experiences of inpatient admissions highlighting both 
satisfaction and dissatisfaction with mental health care service provision and its ability to 
meet service users' personal and cultural needs. There appear to be personal, societal and 
organisational factors that affect the service user's experiences of mental health service
Major Research Project
Research Dossier 117
provision. It is evident that family support is important to some service users and that 
varied frameworks of meaning and support can co-exist. Whilst research has investigated 
majority White service users' views regarding inpatient service provision, South Asians 
service users' experiences of their inpatient psychiatric admission and the impact of this 
upon their family relationships has not been investigated. The focus was upon South Asian 
men in order to provide an in-depth understanding of their experiences because they are 
recognised as an under-researched vulnerable group with difficult experiences of mental 
illness and seeking support from mental health services.
1.12 Research aims
To explore South Asian men's experiences of their inpatient psychiatric admission and its 
perceived impact upon themselves, their family members and familial relationships.
1.13 Research questions
1. How do South Asian men experience an admission to an inpatient psychiatric service?
2. How do South Asian men experience the impact of their inpatient psychiatric 
admission on their family and familial relationships?
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Chapter 2: Method
2.1 Self-reflexivity
My decision to conduct this research was influenced by being a British Indian woman born 
in London, UK. My religion is Hindu and I can speak English, Gujarati and understand Hindi 
and Urdu. Growing up as a British Indian, I have encountered experiences when Western 
and Indian family values have seemed incompatible. This instigated a process of personal 
negotiation, which has culminated in the development of a hybrid bi-cultural identity and 
helped me to consider 'difference' (Allport, 1954; Sartre, 1976) and to appreciate diverse 
people, relationships and experiences within personal and professional contexts. Through 
family discourses, I realised that mental illness is conceptualised differently within the two 
primary cultures to which I belong. For example, the everyday terms for mental illness in 
Gujarati are stigmatising and similar to the term 'mad'. I have observed how within the 
Indian culture, mental illness is often understood from a biological perspective, whereas 
the bio-psycho-social perspective is dominant in Western culture. The stigma of mental 
illness can be experienced as shaming at personal and familial levels and may infiltrate 
through generations. Through my professional experience, I have valued understanding 
clients' preferred world views and explanatory models of mental illness, the impact and 
influence of culture, race, language, systems and contexts upon the client and how multiple 
constructions can provide a holistic understanding of the person.
These factors in my upbringing have led me to acknowledge the client's unique 
individuality, yet see them as embedded within various contexts and systems. I think there 
are limited cultural representations of illness within Western models of psychological 
distress. Additionally, barriers of language and culture can make it difficult to access some 
individuals and work cross-culturally because the psychological theory does not always 'fit ' 
the client. The assumptions that I bring to this research are that I expect certain themes to 
arise in the participants' stories, such as issues of stigma, social isolation, shame, difficulties 
regarding disclosure of mental illness and references to South Asian family values, for 
example, family disgrace, dignity and honour. I have reflected on how voicing one's 
experiences may be experienced as shaming to their family and I have considered how my 
cultural identity may impact upon this process.
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2.2 Rationale for a qualitative approach
Qualitative approaches are concerned with assisting participants in telling their stories, 
sharing mental processes and phenomena and developing interpretations and 
understandings (Polkinghorne, 1988). They allow exploration of historical, political, social 
and personal factors, which affect health and well-being (Smith et oL, 2011) and enable 
researchers to explore service users' experiences of illness and health service provision 
(Ogden & Cornwell, 2010). Thus, a qualitative methodology was chosen as it allowed an in- 
depth exploration of participants' experiences of the impact of their inpatient psychiatric 
admission upon themselves, their family members and familial relationships.
2.3 Qualitative approaches
Qualitative approaches generally fall within two traditions: the phenomenological and the 
social constructionist (Barker et al., 2002). However, Willig (2001) has argued that this 
dichotomy is too simple and instead, should be considered along a continuum of realist to 
relativist. Qualitative approaches focus upon people's accounts of lived experiences, their 
actions, inner world and underlying assumptions to develop understandings and 
explanations of their intentions, purposes and meanings. Social constructionist approaches 
focus on people's use of language in text and speech to build their social world and social 
relations. Language and meaning are held as constructed and are socially and culturally 
influenced and therefore, can have ambiguous meanings and vary across cultures (Barker et 
al., 2002). Both traditions propose that there is no one truth or understanding but that 
multiple perspectives can be present and valid (Barker et al., 2002; Gergen, 1985).
2.4 W hat is a narrative?
A "...narrative is a way of organizing episodes, actions and accounts of actions..." (Crossley, 
2002 p. 47). It may include references to time and place and vary in levels of 
communication and depth (Nells, 1997). Reissman (2007) states "communications in our 
global world must make room for different narrative styles, narrative researchers should 
expect stories to be organised differently..." (p. 80). Non-Western narratives are often 
episodically organised instead of temporally (Weatherhead, 2011). Polkinghorne (1995; 
1997) has suggested that the researcher can use a narrative mode of interpretation that 
can yield a "storied account as a product" (Polkinghorne, 1997, p. 181), Hoshmand (2005) 
has suggested three types of research that may qualify as narrative research, these are: a
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constructed self account, a narrative that is constructed through dialogue and Is in story 
form and an account that is storied from traditional forms of data.
2.4.1 Narrative approaches in qualitative research
Narrative approaches within psychological research range from linguistic and structural 
analyses of text to considering how social, historical, political and cultural contexts 
influence a narrative (Crossley, 2000; Hoshmand, 2005). Narrative approaches are placed in 
the domains of social constructionist approaches due to the emphasis on language being 
the vehicle for constructing ourselves and our identity (Murray, 2003). Narrative 
approaches propose that humans can reflect on themselves, others and the world in order 
to make sense of their experiences and the frameworks of meaning that people live by, 
which may be passed from one generation to the next (Crossley, 2000). People's stories and 
subsequent meaning making are influenced by the stories they have been exposed to in 
their cultural world often from birth (Campbell 1988; Crossley 2000). This can provide 
cultural information about a group or community (Rapport, 1995).
2.4.2 Rationale for choice of methodology
Narrative analysis (NA) is useful in exploring and understanding bi-racial and bi-cultural 
identities (Hoshmand, 2005) because it emphasises exploring a person's identity and 
narrative. This may assist in understanding experiences of South Asians living in the UK, 
who may identify as British Asians, which refers to British Citizens who descended mainly 
from South Asia (Pandya & Herilhy, 2009). NA was also chosen because "... narratological 
research is well suited for the study of lives and narrativised experiences and meaning" 
(Hoshmand 2005, p. 83). Qualitative research on South Asian service users' experiences of 
mental health services has been growing, however, NA has been less used. Research has 
shown that it can be difficult to recruit South Asian participants within inpatient psychiatric 
settings, which make large scale studies difficult to conduct (Bowl, 2007; Warnock-Parkes et 
al., 2010; Welch et al., 2010). South Asians service users' stories are less accessed and 
heard and consequently, they have less access to power and influence in the dominant 
cultural systems within which they live and are cared for when experiencing mental health 
problems. NA would allow an in-depth analysis and a rich understanding of a small number 
of participants' stories of their experiences.
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2.4.3 Epistemological positioning
I initially adopted a social constructionist position as I had hoped to follow a case study 
approach and recruit multiple participants from families to gain an in-depth understanding 
of how a hospital admission can impact upon a family and explore personal, familial, social 
and cultural influences upon participants' narratives. However, as I was unable to recruit 
family members and only recruited individual service user participants, I re-examined my 
position. I considered Crossley's (2000) view that a narrative analysis holds realist and social 
constructionist positions as it places value upon understanding participants' personal 
experiences, how experiences are shared through narratives and understanding the social 
and cultural influences upon the narratives and the context in which they are shared.
2.4.4 Chosen analytical approach
There is no set method for conducting narrative analysis (Crossley, 2000; Reissman, 2008; 
Weatherhead, 2011). Hoshmand (2005) states, "there is no unified narrative theory, but 
rather narrative concepts and principles that can be applied when conducting qualitative 
research" (p. 178). I was interested in understanding how South Asian men in the 'service 
user' and 'patient' role spoke of and described their 'self. Specifically, in relation to their 
experiences of life, mental illness and hospital admission, which were hypothesised to have 
affected their sense of self, family and social relationships and connections with systems 
and significant others. I was interested in the content of the stories, their form/genre and 
participants' narration of themselves and others in light of the stories to which they may 
have been exposed. For these reasons, I did not focus upon structural, discursive, and 
linguistic approaches. I primarily consulted Crossley (2000) and Reissman's (2008) ideas 
(see Table one overleaf). I kept the narratives as individual whole accounts in order to 
capture the depth and richness of a narrative and the overall story (Reissman, 2008). This 
was especially important because the narratives were diverse in relation to age, religion, 
cultural and family differences.
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Table 1: Influences upon the chosen analytical approach
Approach Influenced by
Keeping accounts as whole Reissman (2008)
Core narrative Mischler (1986)
Narrative tone Crossley (2000)
Genre Crossley (1999, 2000)
Self construct and self in relation to others Crossley (2000)
Thematic cross analysis Crossley (2000) and Reissman (2007)
The four phases of the current analytical approach
1. Reading and re-reading the narratives
2. Writing a summary of each narrative
3. Identification of the core narrative, tone, self construct, self in relation to others 
and genre
4. Thematic cross analysis of all the narratives 
Phase 1: Reading and re-reading the narratives
I developed an overall sense of the structure and content of each participant's story 
(Murray, 2003 p. 120) by firstly transcribing, then reading and re-reading the transcripts as 
suggested by Crossley (2002) and Dallos and Vetere (2005).
Phase 2: Writing a summary of each narrative
A summary narrative highlighted the main aspects of the participant's story (Crossley, 2002; 
Murray, 2003) and also aided analysis and provided a deeper understanding of the 
narrative for example, genre, form or underlying orientation. This approach aided me in 
gaining a more holistic and in-depth understanding of each individual experience.
Phase 3: Identification of the core narrative, tone, genre, self construct and self In relation 
to others 
Core narratives
Core narrative involves summarising individual stories through the participants' words (for 
example, "I'm missing out"), which encapsulate the overall account (Mischler, 1986). This 
approach recognises the researcher's subjective response, but allows the use of the
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narrator's words to ground the analysis and does not try to develop a core narrative that 
reflects all participants' stories.
Narrative tone
"Narrative tone is conveyed both in the content of the story and also the form or manner in 
which it is told" (McAdams, 1993, p. 43). This process also relies upon the researcher's 
subjective response. Narrative tone can provide useful information about the narrative as a 
whole (Crossley, 2000; Thornhill et a!., 2004). Recognising a narrative tone involves 
repeatedly reading the transcripts in order to identify the key tone/s. Similar to Newman et 
a!., (2011) I identified and defined up to three main tones to highlight the changing tones 
within each narrative.
Genre
Identifying the genre involves reading the transcripts and uncovering 'what type of story it 
is' by considering plot development, the use of language and structure (Thornhill et al., 
2004). Researchers have frequently analysed narrative genre when examining "illness 
narratives" (Crossley, 1999; 2000). Categories of narrative genre have been suggested 
(Gergen & Gergen, 1986; Me Adams & Bowman, 2001) however, similar to Newman et al. 
(2011) I developed my own genres in order to capture the uniqueness of the narratives and 
to avoid fitting them into predefined categories.
Self construct and self in reiation to others
Crossley (2000) has proposed that the construction of the self occurs through a temporal 
process in which one compares images of our 'self from the past and the anticipated future 
and considers feedback from significant others. People reflect upon themselves, compare 
their construction of self and narrate themselves in reference to their experiences, context, 
cultural group, relationships and connections with others. The 'self can be explored and 
understood by considering how one depicts and describes oneself and others by focusing 
upon the content of one's speech, their use of language and the tones conveyed.
Phase 4: Thematic cross analysis of the narratives
I repeatedly read the narratives and analysed the content. I looked for similarities and 
differences, identified common thematic elements (Crossley, 2000; Reissman, 2008 ), "co-
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existent realities" (Reismann 2008, p.191) and shared experiences in the participants' 
narratives.
2.5 Use of a semi-structured interview  schedule
Interview schedules with questions based on a framework (for example conceptual or 
chronological) can be useful if they allow the questions to be asked freely without a fixed 
order as an "aide-memoire" (Barker et al., 2002 p. 103). The interview schedule (Appendix 
10) had eight open-ended questions, which is broadly consistent in the literature 
(Reissman, 2007). Prompts were used to help participants to shift onto areas of importance 
for the research, for example, major events and changes in their life that may have 
impacted upon their sense of self (Dallos & Vetere, 2008).
The interview schedule was devised in consultation with the research supervisor and a 
service user and carer representative. Questions asked participants' about their 
relationships with family members before and during their psychiatric inpatient admission, 
their experiences of this, their relationships with immediate and wider family and with 
people and/or groups in their cultural community. Finally, questions focused upon any 
support they had received during these experiences and what support they would have 
liked to receive.
2.6 Setting
The research took place within two inpatient mental health services within an NHS Trust in 
London. There was provision for general, low and medium security accommodation for 
forensic and non-forensic populations.
2.7 Ethical approval
The study was reviewed and given a favourable opinion by the Central London Research 
Ethics Committee 2 (Appendix 1), the University of Surrey Advisory Committee on Ethics 
(Appendix 2) and the relevant NHS Trust Research and Development Committee (Appendix 
3). Substantial amendments were made to the initial protocol due to recruitment 
difficulties, which were approved by all committees (Appendix 4-6).
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2.8 Procedure
2.8.1 Identification of participants
Potential participants were identified by clinical psychologists working in the inpatient 
services who met the following inclusion criteria:
1. South Asian ethnicity, defined as belonging to Bangladeshi, Indian, Pakistani, Tamil, 
Sri Lankan or Sinhalese communities. Patients with mixed ethnicity were 
approached as long as they partly identified with one of these communities.
2. Ability to have a conversation in English.
3. Sufficiently psychologically well to engage with a research interview with an 
experienced psychologist.
4. Staying on a non-secure (general/open/acute), secure (low and medium) and/or 
forensic wards.
The exclusion criteria were:
1. Participants who were not psychologically well enough to engage with a research 
interview. This was to ensure they were not caused any further undue distress.
2. Participants who required mental health psychiatric intensive care or were newly 
admitted.
3. Participants who were under the age of 18 years.
4. Participants who had a learning disability.
2.8.2 Recruitment and ethical issues
I was aware of power dynamics being present between participants, staff and myself during 
the recruitment stages (Orne, 1962; Szmukler, 2008; Szmukler & Appelbaum, 2008). I was 
very aware that all participants were vulnerable adults in a powerless position by being 
sectioned under the Mental Health Act. I was aware that participants may have felt 
pressured to participate in the study because they were initially identified by the clinical 
psychologist. Participants may have feared that declining participation may affect their 
relationship with the clinical psychologist, other staff or them being seen in a less 
favourable light. I took pains to ensure that participants were assured regarding 
confidentiality and anonymity, were aware of the topics in the interview and how any 
potential distress would be sensitively and appropriately addressed and I sought informed 
consent. I emphasised that their participation would not impact upon any aspect of their
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treatment. Participants were made aware that I could breach the agreed confidentiality and 
speak to staff if I was concerned about their well-being, safety and any risk they posed to 
themselves or others.
The team and the clinical psychologist first ensured that the potential participant was 
psychologically well enough to be approached and that they had capacity to consent. Next, 
the clinical psychologist asked the participant if I could inform them about the study. If they 
agreed, I met the participant and informed them about the study. They were able to ask 
questions and were given a participant information sheet (PIS; Appendix 7). I met or spoke 
to participants no sooner than 48 hours later and asked if they would be willing to 
participate, ensuring they had opportunities to ask questions, understood the PIS and were 
aware of their rights to withdraw their participation without any questions being asked and 
any consequences on their care. If they agreed, written consent was obtained on a consent 
form prior to conducting interviews (Appendix 8). Participants were asked to complete a 
brief demographic questionnaire before the interview commenced (Appendix 9).
2.8.3 Participants
Concerns regarding adequate sample sizes, saturation and richness of data in qualitative 
research (Guest et al., 2006; Ogden & Cornwell, 2010) and difficulties in defining 'richness' 
has led researchers to suggest guidelines on how to achieve rich data (Ogden & Cornwell 
2010). I followed these guidelines (please see Appendix 11) by asking open interview 
questions to allow participants to answer at length and freely, I carefully considered the 
ordering of questions so that participants could answer more sensitive questions later in 
the interview. I reflected upon the context of the participants and the appropriateness of 
the questions. Sample sizes for qualitative research can vary depending on the chosen 
analysis and whether the sample is homogenous or heterogeneous. Five to six participants 
has been recommended as a minimum (Cresswell, 1998). I recruited five participants.
Participants' reasons for not participating in the study were: experiencing mental health 
difficulties and having no interest in participating. Participants' reasons for agreeing to 
participate, but later declining were: it not being the right time for one couple, (the 
husband had just been discharged from hospital) and for another participant the reason 
was unknown as he failed to attend the interview and was not accessible by the telephone. 
Attempts were made to recruit male and female participants and family members, however
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this was not possible. At the end of this chapter, Figure 1 shows the recruitment process 
and outcomes and Table 1 and 2 show information on participant demographics.
2.8.4 Interviews
The usefulness of a pilot interview was recognised (Barker et a l, 2002; Dallos & Vetere, 
2008) and took place. Feedback on the interview questions was obtained from the first 
participant and the interview schedule was amended so that interview questions were 
phrased more simply. Prompt questions were modified, so that they asked participants to 
provide more information and enquired how they made sense of their experiences. During 
the interviews, I summarised and reflected back what the participants said, which was 
useful in clarifying and jointly making sense of their stories. Interviews were conducted in a 
quiet and private hospital room between November, 2010 and March, 2011 and lasted 
between 40-90 minutes.
2.9 Credibility and trustworthiness
Qualitative research has fewer quality criteria and guidelines than quantitative research 
partly as these would constrain the negotiation and construction of meaning, knowledge 
and reality (Yardley, 2000). Throughout the research process, I applied Vardle/s guidelines 
regarding sensitivity to context, commitment and rigour, transparency and coherence and 
impact of qualitative research (please see Appendix 11). The analysis was an iterative 
process, which involved discussions with and receiving feedback from my research 
supervisor, research tutors and colleagues also familiar with narrative methodologies. This 
was essential because narratives are considered to be co-constructed through a dialogue 
between the researcher and the narrator (Holley & Colyar, 2009) and feedback was crucial 
in critical reflection. I recognised that my ability to be reflexive and insightful into my own 
values and biases was crucial in allowing me to have objectivity as a researcher during the 
analysis process and consequently, I kept a reflective log. I was aware how shared cultural 
backgrounds and meanings between myself and the participants and the knowledge 
created in the dialogue could affect the stories produced (Hoshmand, 2005). I recognised 
how I may have been uniquely privileged to hear the participants' stories and understand 
their experiences more fully. Perhaps at an unconscious level my own identity and 
intentions may have allowed certain voices or identities as conveyed by the participants to 
be more powerful (Lincoln, 1997).
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2.10 Respondent validation
One participant agreed to be contacted after the interview to give feedback on the analysis 
of his interview and provide 'respondent validation' (Dallos & Vetere, 2005). He stated: "I 
remember what I said...the words are mine, I can't lie, it's the truth". He was asked if he 
would like to read the analysis or discuss it with me and he accepted the latter option. This 
was a valuable exercise to jointly make sense of the narrative and the analysis and was a 
means of improving credibility and validity for this narrative.
Major Research Project
Research Dossier 129
Hospital 1:
5 participants 
identified
Hospital 2:
9 participants 
identified
Hospital 3:
0 participants 
identified
participants
participated
participants 
agreed to 
take part in 
the study
participants 
agreed to 
take part in 
the study
participants
participated
5 participants participated in total
One London NHS Trust initially agreed to assist with recruitment (Hospital 1)
14 participants were identified in total from two hospitals within one NHS Trust
participants 
agreed to be 
informed 
about the 
study
participants
declined
participants 
agreed to be 
informed 
about the 
study
participants
declined
Hospitals 2 and 3 were within the same NHS Trust as hospital 1 and agreed to 
assist with recruitment
Three other London NHS Trusts were approached when recruitment difficulties 
emerged and only one participant having been recruited at hospital 1.
Three NHS Trusts could not identify potential participants. Time constraints did not 
permit the inclusion criteria to be amended for another ethics committee review
Figure 1: Participants identified for recruitment and their outcomes
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Chapter 3: Results
The results are presented in two parts. Part 1 presents the reader with a short summary of 
each account to familiarise them with the participants' narratives (longer summaries are 
placed in Appendix 13) followed by findings from the individual analyses of narratives that 
focused upon the experiences of mental illness, the hospital admission and its perceived 
impact upon themselves, their family and familial relationships (see Table 2 for results of 
individual analyses on p. 144). Part 2 presents a thematic cross-analysis of all the accounts 
and focuses upon participants' stories about their experiences of inpatient psychiatric care 
and their future discharge from hospital.
3.1 Analysis o f Individual participants' accounts
A) Yasir
Vasir was a 42 year old British Pakistani man born in the UK. His religion was Islam. Yasir 
had a White mother and a Pakistani father who died approximately fourteen years ago. 
Yasir had one older brother and three sisters, one of whom had died due to a heroin 
overdose. Yasir was a patient at a low secure mental health ward. Yasir did not want to 
disclose the circumstances under which he was admitted into the unit. Yasir referred to his 
mother and brother as his family. Before Yasir became a patient, he lived independently 
and was employed. During this time, Yasir said that his relationships with his mother and 
brother were "distant". Yasir said "my head was in, was in a cloud as I was taking drugs at 
the time". Since becoming a patient, Yasir saw his family less frequently, "I've not had much 
contact with my brother recently, by telephone or letter" and in reference to his mother, "I 
don't get to see her very much".
The core narrative identified in Yasir's story was "I think I wasn't having much of a 
relationship with my family...". Yasir thought this was a factor that may have contributed to 
him becoming a patient. However, this narrative was present throughout, for example, 
when he referred to his relationships with his mother, brother and extended family before 
and since his hospital admission. Yasir described his relationships as a "bit distant" and said 
"sometimes we have our ups and downs". His relationships were further affected by his 
admission, for example, "...she [mother] didn't have much to do with me cause I was taking 
medication" and "...my sisters, nieces and nephews, I haven't seen them since about the
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year 2001", He reflected on future relationships with his mother and brother and said "Dm, 
I don't think it would be any different".
The key tones:
'Reticent', illustrated through his succinct responses to questions. He sometimes replied 
with the following phrases, "yeah, I don't want to talk about it", "don't really want to talk 
about it", "I can't really elaborate" and said once, "well, just things in letters...can't really 
describe it", implying he was unable to talk about his thoughts or feelings or did not want 
to share them.
'Estrangement', conveyed when he spoke of the longstanding detachment from his 
extended family and his current level of contact with his mother and brother. Examples are, 
"...my brother came to visit me...and only saw me for ten minutes, I weren't happy about 
that...", "...things have changed...I don't get to see her [mother] very much" and "the only 
contact I have with my family is my elder brother and my mum".
'Uncertainty', highlighted when Yasir spoke about what might be happening in the lives of 
his mother, brother and extended family. Yasir often used the words "sometimes", "might 
have" and "not too sure" in his responses. Yasir was unsure whether his actions had 
influenced his nephews' criminal actions, for example, "...maybe they have seen me, the 
way have gone...I'm not too sure...I've not seen them in a while. I don't really elaborate on 
that".
Self construct
It was hard to achieve an intimate sense of Yasir through his narrative. This may reflect his 
position of detachment from others. Certainly, Yasir had difficulties in sharing personal 
stories, perhaps this may have allowed him to stay in control and served a protective 
function of avoiding further adverse experiences or distress. Yasir said he thought he should 
have been discharged from hospital a "long time ago", suggesting that his stay in hospital 
might have been extended. Yasir spoke of his mixed racial background and said he was 
"...supposed to be Muslim...", but his upbringing had provided limited exposure to the 
Islamic culture and religion. For Yasir, visits to Pakistan had become important. He said, "I 
didn't see much of culture. I saw more culture when I went Pakistan when I went to see my 
grandmother, my aunty". This conveyed how for Yasir, having a sense of himself in relation
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to his culture and religion was important and something that he had become more aware 
of as an adult. As a patient, he had made attempts to reconnect with his culture and 
religion through the Imam at the hospital, which was "important" to him. It may have given 
him a sense of connection, which was supportive to him.
Self in relation to others
Yasir spoke minimally about himself, but reflected on himself in relation to his family 
relationships, which conveyed how he viewed and positioned himself primarily in the 
context of his familial relationships despite them being distant. He fulfilled his responsibility 
as a son by supporting his mother for example, "...she called me on the phone and asked to 
send her some money so, I sent her some..." and in relation to his father, for example, "My 
dad lived in (place) but he passed away in (year). Er, I went with the social worker to visit 
his grave a couple of months ago and had to pay to get his name put on a grave stone". He 
admitted not being privy to information about their lives, "Yeah, er I don't know. I've not 
seen my brother since...2008. Seen my mum...about three times...since 2008". The distant 
relationships may have directly impacted upon Yasir's loss of self and feelings of alienation 
and estrangement. Yasir was unsure whether his extended family knew about his hospital 
admission, which suggested the difficulties that may have been present in having open 
communication about his circumstances within the family. He shared, "Well I don't think 
my uncles or my cousins know that I'm in hospital, but the Imam said how he will try and 
get in touch with my cousins cause I have not seen any of my cousins since I was about ten 
or eleven years of age...".
The overall genre of Yasir's story seemed to be of 'building bridges' as the dominant themes 
were of detachment, a loss of relationships, efforts to maintain relationships, hopes to re­
connect with estranged family members and embracing faith for support.
B) Dylan
Dylan was a 28 year old British Indian man born in the UK. His religion was Catholic. Dylan's 
parents were Indian and originated from India. Dylan was a patient at a low secure mental 
health ward because "well, I was on a lot of drugs at the time, so I threatened to kill my 
family and then I got arrested" because his parents rang the police. Dylan went to prison 
and was then transferred to hospital because he was assessed as being mentally unwell. 
Dylan said he used to have "very paranoid and very sick...strange delusions about them"
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[family] and was "pestering them for money...threatening them". This was about four years 
ago. When asked to describe his family, he said "just my two parents and my two sisters". 
Dylan's parents were in their late fifties and early sixties. He was the middle child with one 
sister in her early twenties and another in her early thirties. Dylan described his current 
family relationships as "...me and my sisters still have no contact at all, but I get on alright 
with my parents now". Dylan was hopeful about his future, but ambivalent about his own 
ability to make changes in his life.
The core narrative identified in Dylan's story was "...maybe I used to care and then I 
stopped caring over all the years, that's what things do to you, yeah". He attributed this to 
the impact of "drugs and stuff". The notion of 'not caring' was evident with regards to the 
breakdown of relations with his sisters because they had not forgiven him for his past drug 
related actions and the distress he caused the family. Dylan said, "I mean they're [sisters] 
just not really bothered about me cause I caused too much problem before and now 
they're busy with their own lives and I don't really care about them anyway. It don't really 
bother me if we're friends or not...". 'Not caring' was also evident when Dylan spoke about 
not having contact with the wider family, breaking the law and the related consequences of 
doing so, and what others thought of him. Dylan frequently used phrases such as, "just not 
really bothered", "I don't really care", " it don't really bother me" and "I stopped caring a 
long time ago". 'Not caring' may have served a protective function of preventing Dylan 
from caring and investing in relationships that he was fearful he would later jeopardise or 
that perhaps would not meet his needs.
The key tones:
'Remorse', conveyed when Dylan reflected upon his drug taking and how he had treated his 
parents. He said ,"...1 was still pestering them for money...they were scared of me...wasn't 
being good to them...threatening them and stuff like that", "...I suppose I took advantage of 
my parents...I just manipulated them...", "...life's a lot easier for them init. They don't have 
to worry about the police or drugs or things going missing or it's a lot less chaotic I suppose 
and easier to deal with..." and "...I don't want to cause them anymore problem...".
'Ambivalence', apparent when Dylan spoke about his future, often making numerous 
references to death and suicide in the context of sharing how he was doubtful of his 
abilities to reform and was concerned about being "arrested again". Dylan did not perceive
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himself as always having agency in his life and instead, imagined how fatal events would 
occur and adversely affect him. Dylan said, 'Tm pretty sure this will be my last hospital 
admission and if it's not, then straight away, well. I'll just die, I can't handle it again". At 
other times, he was "optimistic about things" that he wanted to do when discharged from 
hospital and said "...if I get out and I stay clean and I have some sort of quality of life, then 
everything will be different" and "...there are lots of things I wanna do. Like go on dates and 
play for the hospital football team, go to NA [Narcotics Anonymous], I still enjoy going to 
NA, riding my bike, going to cinema, bars, Alton Towers, whatever... when I get a little place 
to live you know, decorate it and stuff like that".
'Worthlessness', conveyed when Dylan shared how his experiences of depression, drug use, 
low self-esteem and suicide attempts had impacted upon his sense of self and his 
reluctance to seek support from staff. Examples are, "...feel you don't deserve anything, 
you've not done nothing good...", "Well, most of the time I don't ask for help, I just don't 
ask for support", "...I don't feel like I deserve it sometimes and I don't like hassling them 
[staff] either. I know it's not hassling them, it's just them doing their job. That's just the way 
I am, I just don't like asking people for help. Even if I was to commit suicide, I wouldn't ask 
for help... I'll just not ask for help".
Self construct
Dylan viewed himself as a person unworthy and undeserving of attention and help from 
others, for example, staff, because he was ashamed of how he had treated his family when 
he used drugs. Dylan described himself as someone who used to be a "trouble maker" who 
"manipulated" his parents. Experiences of being powerless and hopeless were evident 
through his accounts of his past experiences of using drugs, mental illness, being a patient, 
his current circumstances, and how he viewed himself and his future. Dylan experienced 
hospital as something that "destroys" him and which was "much worse" than prison. 
Consequently, Dylan started "...thinking about suicide...getting angry and crying 
sometimes". Dylan reflected on himself and his experiences and conveyed uncertainties 
regarding his ability to develop a new identity and any positive sense of self.
Self In relation to others
Dylan positioned himself as on the periphery of his family life because he felt excluded by 
them. He said his parents spoke minimally about his sisters who no longer maintained
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relationships with him. He said "...they don't talk about my sisters much and I don't ask 
them about it. Er, I don't know, what do I hear about home? Er, really I don't know (pauses) 
I don't really hear about what's going down, no...". Not using drugs and progressing in 
treatment had led to improved family relations, for example, "I get on alright with my 
parents now". Dylan stated he had no relationships with his extended family because they 
were in India and "I don't talk that much anyway to people you know most of the time. I 
just don't want to talk and stuff" implying he preferred not to communicate with them. 
Dylan contrasted this aspect of himself with friendships on the ward by saying "...I'm very 
sociable. I'm always, well not always, but I am sociable and talkative and helpful and stuff 
like that". Dylan attributed his use of drugs and criminal behaviour from a young age to 
peer influences, "...probably some of the friends at school..." and wanting to create a social 
image of being likeable, for example, "...probably cause I thought it would be cool to be a 
bad person all the time in class".
The overall genre of Dylan's story seemed to be of a question of 'do I deserve to live?' The 
dominant themes were of ambivalence regarding his ability to re-build a new life distinct 
from his past and developing a sense of self that would allow him to feel worthy and 
deserving of support and relationships.
C) Samir
Samir was a 23 year old British Bangladeshi man born in the UK. His religion was Islam. 
Samir's parents were Bangladeshi and originated from Bangladesh. Samir had two brothers 
and three sisters. Samir was the second youngest child. His oldest brother and sister were 
married and live in Bangladesh. Samir was a patient at a low secure mental health ward 
because he set fire to his mattress when on another psychiatric ward because he was 
"...frustrated" and "could not control" himself. The reason for his initial admission was that 
his symptoms of Obsessive Compulsive Disorder (CCD) were perceived to be extreme and 
unmanageable in the community. Samir was "messing the house up" and his parents 
wanted him to receive hospital care. Additionally, his family relationships were marked with 
violence, family conflict and disturbance. Since being a patient, Samir felt his family 
relationships were "better" than before because he was no longer living at home. He 
described his family as being supportive and he believed "they coped alright" with his 
mental illness. He was hopeful about his future.
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The core narrative identified in Samir's story was "...I was frustrated, I could not control 
myself...". This was shared while explaining why he had set fire to his mattress whilst on a 
different psychiatric ward resulting in transfer to the current, more secure ward. The 
narrative was present throughout for example, in reference to feeling powerless within 
family relationships and as a patient having to take medication, which he did not want to 
take. Samir also referred to a long history of violence from his older siblings and hospital 
staff, but also perpetrated, for example, towards his siblings and property when living at 
home.
The key tones:
'Victimised', conveyed when Samir shared how his problems began at the age of nine or ten 
years old, "...someone pushed me in the canal and then when I was out of the canal I was 
talking about black magic...". Samir also described violence and abusive relationships as a 
child and teenager, his brother would "...just bully me, that's all he does" and "...he 
wouldn't say anything, he'd just beat me up". Samir also said of ward staff, "...they used to 
be physically violent towards me, the nurses". Samir spoke about the injustice of the 
violence he had experienced, throughout his life, for example, "...she [sister] cut me in the 
face...she did it in purpose and she never apologised to me...".
'Dependent', conveyed through the manner in which Samir responded to questions. Samir 
often spoke about his childhood relationships when asked about his adult relationships and 
shared how as an adult, he required parental guidance and care. In relation to his father, 
Samir said "even though now I am older, when I have to look after myself, he still looks 
after me more than my other brother and sisters".
Self construct
Samir believed he was special, loved and cared for more than his siblings, which may have 
been an idealised position for him. In reference to his father, Samir said "...when I was 
young he used to look after me more than any of his other child. He used to love me more 
than anyone else". Samir felt his family valued him, for example, "they probably miss me 
cause I'm here...I'm ill and they pray for me...I know they will look after me...it should 
probably be alright from now on". This may be a way in which Samir tries to be hopeful 
about his future. Samir reflected on his previous destructive behaviour. He said, "I 
was...destroying the bathroom...messing the house up and then the police were called".
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Samir reflected upon personal change, "I have changed a lot ever since I have been in 
hospital". Samir considered his family and the mental health system as more powerful than 
him. Samir said "...family, blackmailed me...forcing me to take the medicine I don't want to 
take, whether it helps me or not". Samir feared being sectioned again if he did not comply 
with discharge conditions related to medication. Samir's sense of his future self may have 
been an idealised one. Samir had dreams to "become a film director and smoke a cigar". 
Samir's vision may serve the function of allowing him to feel powerful and in control of his 
future and recovery.
Self in relation to others
Samir positioned himself as definitely within his family. He perceived himself as special, but 
also passive and victimised, as he experienced others exerting power over him. Samir had 
tried to regain power by refusing medication in the community. He initially said his family 
were unaffected by his admission "...because they are calm, they stay calm all the time. 
They're never angry with me". They were calm due to being "quiet people". Later, Samir 
described current family relationships as "better", because "being in hospital helped cause 
they had a break" [from him]. Samir stated he was privy to information regarding his family 
for example, with his parents he would "talk about...what's happening at home. How's it 
there at home without me...is everything OK in my house, in my bedroom...how's my mum 
doing...how's my dad doing and how's my brother doing...". Samir's relationships with his 
extended family were the "same". He said, "they look after me as well, like my parents do". 
Samir's parents had decided that he would receive treatment from traditional healers in 
Bangladesh and in the UK for physical illnesses and concerns that he was possessed by 
spirits after the canal incident. Samir and his family have understood the medical model of 
mental illness, but have also embraced religious ideas and the power of black magic.
The overall genre of Samir's story seemed to be 'living a life of subjugation' as the dominant 
themes were of him being powerless, being subjugated to abuse from his siblings, 
strangers, patients, staff and the mental health system and his continued attempts to try 
and regain control of his life.
D) MIhir
Mihir was a 25 year old British Bangladeshi man born in the UK. His parents were 
Bangladeshi. Mihir had four brothers and two sisters. Mihir was a patient at a low secure
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mental health ward because he committed a robbery to fund drug taking, but was not sent 
to prison as he was assessed as having psychotic symptoms. Mihir started taking drugs as a 
teenager, aged "fourteen, thirteen". Mihir described being addicted to drugs and being 
aggressive towards his family when seeking money for drugs, leading to them being 
"scared" of him. Mihir's life events, including his hospital admission were "shocking" for 
him and his family and it affected their "reputation" and was "embarrassing" for them. 
Since becoming a patient, Mihir described having had "sweeter" and "proper" relationships 
with his family because he uses "manners" when talking to them. Mihir was remorseful 
about his past actions, hopeful about his future, but ambivalent about his ability to make 
changes.
The core narrative identified in Mihir's story was "I'm missing out". This was said in relation 
to feeling sad about not attending his eldest brother's wedding in Bangladesh, which was a 
significant family event where his absence would be noticed by all extended family and 
guests. This narrative of missing out was present throughout, for example, Mihir referred to 
having missed other family events and he also compared himself to his siblings who had 
future prospects and to friends who also used drugs, but now have stable lives. Mihir had 
regrets about missed experiences and opportunities in life to develop himself and 
consequently he felt "guilty", "embarrassed" and thought "I've got not nothing, I have no 
future".
The key tones:
'Shame', conveyed when Mihir spoke about his past drug related behaviours, such as being 
selfish and having caused arguments and distress. Mihir had tried to make amends with his 
family for example, "I asked my mum for forgiveness for what I did...asked my dad for 
forgiveness". Mihir reflected on the impact of his drug taking and mental illness upon his 
family and how they were affected by the stigma of it at a personal and social level. For 
example, "...all my relatives in Bangladesh are going to ask them 'where is the other one?' 
and they'll have nothing to say, but say he's in hospital or treatment or drug rehab or 
something, they have to say something you know".
'Powerlessness', conveyed when Mihir spoke about the experiences of being a patient for 
example, "...don't have leave to go out and buy whatever I want and I'm living a life 
supported...living's tough you know...". In response to feeling powerless and alone, Mihir
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abused "un-prescribed medication" to "sleep it off and forget about things" as well as 
experiencing "a little high".
'Uncertainty', illustrated when Mihir spoke about his hopes for the future and doubted his 
ability to refrain from drugs for example, "I'm sure I won't re-offend...end up taking drugs 
and then they'll bring me back here" and "I'll try my best to stay clean because it going to 
be a fight between freedom or drug taking. If I take drugs then no freedom and I want 
freedom, not drugs".
Self construct
Mihir described himself as deceitful, "I'm sly to them [family]. I tell then I'm spending 
money in different ways" and also as a "naughty boy" and a "bad boy". Stories of himself 
and his experiences portrayed him as a vulnerable person who lacked the ability to think 
rationally about his drug taking, "I just take it first and then I realise the 
consequences...next time I need to think before I do it". Mihir revealed having distinct 
social and family selves. Mihir said "...it don't matter what you do outside, how bad or 
naughty you are, when you go home it's a different atmosphere like. Not the outside 
atmosphere in the house or anything". Mihir revealed he was "not a religious guy" and 
does what he wishes. However, recent personal growth had led him to embrace his religion 
for example, "I pray you know, I like repent you know like ask for forgiveness for what I've 
done to my family".
Self In relation to others
Mihir positioned himself within his family, "I feel a part of my family now". Mihir conveyed 
personal growth by stating "I'm a changed man somehow...and now got proper relationship 
with my family and they actually miss me". Mihir attributed the change to "I talk to them 
with manners and before there was no manners involved...just breaking things, give me 
money, give me money, shouting in the house and everything". Mihir's relationships with 
his immediate and wider family were hugely influenced by the Bangladeshi culture and its 
cultural and social etiquettes, particularly notions of family respect, honour, status, 
reputation and moral conduct. Mihir stated, "...nothing happens like that in my family...It 
was shocking what happened to me, it was shocking...they didn't like it that I was on 
drugs....they were right, they wanted to keep a reputation...didn't like want to say that I 
was in a mental hospital...First they lied, but then told the truth". Mihir's family was
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"embarrassed" by his circumstances. Mihir said, "they got people knowing that I am in 
hospital. Definitely embarrassed like telling aunties and uncles that I'm in hospital...for the 
past four years". Mihir stated that he was privy to information regarding his family. He said, 
"I feel quite happy you know. I can talk to him [uncle] about everything. Like I say to him, 
what's happening in like Bangladesh and with the wedding...cause he's in regular contact 
with them and I'm not...I phone them every 3 days or 2 days...".
The overall genre of Mihir's story seemed to be of an 'epiphan/ as the dominant themes 
were of him gaining an emerging understanding of the impact of his past actions upon his 
family, family relationships and his life course, thus valuing his family more. Additionally, 
ongoing struggles related to his recovery were also evident.
E) Abhay
Abhay was a 34 year old Bangladeshi man, born in Bangladesh who had been in the UK 
since 2000. Abhay's family consisted of his parents who were in their fifties and two 
married sisters, who were all in Bangladesh and one brother who has lived in America for 
nearly twenty years. Abhay was the third oldest child. He had three uncles, his father's 
brothers who are in the UK with their respective families. Abhay came to the UK "for a good 
life" a year after marrying his wife in Bangladesh, a British Bangladeshi woman who he was 
introduced to by his uncle. They separated after a year because "she was cheating" on him. 
Following this, Abhay began taking drugs and drinking alcohol and had a series of hospital 
admissions. When Abhay was resident in the community, he assaulted a colleague when 
mentally unwell, was sent to prison and then had an admission to the current low secure 
mental health ward. Abhay stated that his "relationships are the same" due to daily 
telephone contact. He was hopeful about his future. Abhay said, "I'm strong now".
The core narrative identified in Abhay's story was "I messed up my life" which was present 
throughout. Abhay regretted his past actions involving drug taking and violence. He 
believed he should have managed his emotional distress related to the separation of his 
marriage differently. Abhay said "...lots of cases like me, they come here and find out their 
wife is cheating with her boyfriend...they get divorce...not say every people...take the 
alcohol and drugs and everything and messed up their life but very rare people messed up 
their life like me, I messed up my life".
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The key tones:
'Regret', conveyed when he spoke about taking drugs as a means of coping with his 
emotional distress and how he "messed" up his life. Abhay compared himself to other 
people who may have had similar experiences, but coped differently, "I realise I made 
mistake...", "I blame myself" and "I can't do nothing, as past is past".
'Hope', illustrated through Abhay's hopes for the future after his discharge for example, 
"I'm strong now, not angry...or frightened". He hoped to start a new life in England, doing 
courses, getting a job and having a flat. Abhay said in relation to his second wife, "I want to 
bring my wife over" and "start children".
'Powerlessness', conveyed when Abhay spoke about his experiences as a patient and 
having no power to make decisions regarding his own life. He spoke about anxiously waiting 
and contemplating different potential life courses for example, "...they can deport me 
back...I'm really worried about this...I don't have any choice" and "...I can't do nothing 
because I have mental illness and I'm in hospital".
Self construct
Abhay's identity and personal ideology was strongly influenced by his culture, religion and 
family values, "...everything, my culture, everything I learn from my family and others". The 
stories Abhay shared about himself and his experiences portrayed him as a person who had 
a "very happy" life in Bangladesh, but like other men in the country he left his family and 
embraced a new life in the UK. Through marriage he hoped to have a "good life" for himself 
and his family. Abhay said "Bangladesh is not a rich country and if you don't have 
education, very hard to get job and very stressful as everyone is in England or America 
looking after their family". Abhay's main purpose in life was to provide for his parents in 
Bangladesh, which he and his brother had jointly done in the past. He depicted himself as a 
reflective, resilient and hopeful person, who had become stronger through his difficult 
experiences, "my manpower is very strong now" and "if I can bring my wife here and the 
family life and then maybe, I can be more stronger than now". Abhay's life has involved him 
compromising and adjusting to experiences of the cultural differences of UK life, betrayal, 
loss, distancing of relationships, becoming a patient and feeling powerless and helpless.
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Self in relation to others
Abhay's identity and personal ideology have strongly influenced his views on family and 
relationships for example, "my family means everything to me". Abhay depicted his family 
as being bound by principles of loyalty and patience. Abhay positioned himself within his 
family, despite the geographical distance and stated that his family relationships had not 
been affected by his hospital admission for example, "...nothing changed in my relationship 
with my family" and "everyone worry about me and that's the main problem". Abhay 
telephoned his family frequently for example, "...I phone, he phones me so this is the main 
communication with my brother [in America]..." and "...everyday they [parents, sisters and 
wife] don't know how I er am doing in hospital...so I tell them everyday...". Abhay described 
experiencing loneliness, isolation and unhappiness due to the conflict and discrepancy 
between his family values and those of his extended family, who have favoured a nuclear 
family. Abhay shared "...here my family don't support me because of England and their 
culture is different and they live in this country, everyone busy thinking about their wife 
and children, they don't think about anyone or anything else". However, Abhay stated "...I 
can't deny they my father's brothers, they are my uncles...". Abhay viewed marriage as 
something bound by religion and culture with ideas of faithfulness, endurance and a life 
long commitment for example, "...our culture, once you get married and settle down, you 
have to live there until er dead".
The overall genre of Abhay's story seemed to be 'hopes for another life' as the dominant 
themes were of regret and hopes for the future involving his wife and immediate family.
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3.2 Thematic cross analysis o f the accounts
A cross-analysis of all the accounts is presented diagrammatically in Figure 1 below. These 
findings focus upon participants' stories about their experiences of inpatient psychiatric 
care and their future discharge from hospital. Findings will then be discussed in-depth using 
quotes from the accounts to ground the interpretations in the following three sections: 
struggles and fights with systems and others; building a new identity; and maintaining a 
sense of belonging.
Do I deserve to live? (Dylan)
An epiphany (Mihir)
Hopes for another life (Abhay)
Living a life of subjugation (Samir)
Building bridges (Yasir)
Journeys of potential reparation and new beginnings 
"...it's going to be a fight..."
Figure 2: Results of the cross-analvsis
The overarching genre 'Journeys of potential reparation and new beginnings' was chosen 
because all participants believed they had the potential for new beginnings post discharge 
and it captured their future hopes for a holistic recovery. This involved engaging in 
psychological change and re-building their identities and lives. Most importantly, continuing 
with reparations with family members to varied degrees in order to maintain or rebuild 
meaningful family relationships and a sense of belonging to their family, community and/or 
wider society.
The sub-genre "...it's going to be a fight...", as exemplified by a quote from Mihir captured 
the meta-narrative across the participants' accounts. The meta-narratives for Abhay, Mihir
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and Yasir appear more positive compared to Dylan and Samir's, especially Dylan who made 
frequent references to death. However, all participants held some realistic hopes for 
journeys of reparation and new beginnings. The meta-narratives involved realistic 
recognition of the fragility of their plans and the associated challenges of continuing with 
and sustaining their recovery and creating the new beginnings post-discharge that they 
desperately hoped for (see Figure 3 below). Participants contemplated the challenges of 
their onward recovery journeys and at times, some expressed an ambivalence regarding 
their ability to achieve their hopes. This ambivalence was attributable to setbacks in their 
treatment progress, experiences of low mood and/or poor mental health and difficult 
experiences of residing in hospital.
Participants recognised that ongoing reparations with family members and re-building new 
family relationships was something that was precarious. It was also difficult because they 
were inpatients and physically removed from their home and community contexts and 
systems, having limited and/or no contact with some family members. Consequently, some 
participants were uncertain about the levels of future family support and the quality of 
their relationships. Other anticipated challenges were distinguished as being either internal 
or external to the participants, involving their current predicaments, family dynamics, 
relationships and significant others such as, professionals and legal and mental health 
systems. Participants became aware of these issues as they reflected on the past, 
developed an understanding of themselves, mental illness and relapse patterns. All 
participants viewed hospital as a transitional place and projected themselves into the 
future, however they struggled with issues of power and personal agency. The following 
sections will discuss participants' differing struggles, grounded with quotes from their 
narratives.
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Figure 3: Participants' anticipated future challenges post discharge 
Struggles and fights w ith systems and others
Abhay and Samir both shared stories about feeling powerless and helpless because the 
mental health system and others controlled aspects of their life. For Abhay, the quality and 
nature of his life course was dependent upon whether he faced deportation to Bangladesh. 
He hoped to rebuild a new identity and life for himself and his wife in the UK and hoped to 
have his own family.
"...only problem...is that they [family in Bangladesh] can't come see me and that and I can't 
see them...If they are in this country, I'd be really happy...there be no problem...because in 
this country if I take my treatment I can go and live with them..." (Abhay)
Samir feared the power of the mental health system and the pressure from his family to 
comply with his medication in order to maintain his freedom. He contemplated getting 
married in Bangladesh and remaining there to avoid his medication in the UK.
"...I will have to take the injection or I'll be back here [hospital], which I don't want. I don't 
want to spend the rest of my life here" (Samir)
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"...I probably wouldn't come back to this country, not after the depot...after the side effects 
they cause me..." (Samir)
Mihir and Dylan shared how they were aware of the powers of their mental health sections 
and its influence on their future actions.
"I like want to be like them [friends in the community] when I get out again and get a job 
and do whatever I like, but I can't do whatever I like cause I'm on the Home Office section. 
Ministry of Justice section" (Mihir)
"Because I really don't want to go back to the drugs cause I'm on a serious section and I 
can't afford to do that stuff on this section" (Dylan)
Mihir and Dylan described facing struggles whilst residing on a secure psychiatric intensive 
care ward. Examples included having to contain high levels of affect and frustrations at 
their situation that might jeopardise their progress, managing their lack of power in daily 
living and trying to assert their views to regarding their hospital treatment and care to 
professionals.
"...sometimes I wouldn't say something in the ward round, but I'd say to the psychologist 
and he hand it over appropriately you know" (Mihir)
"...I feel guilty you know cause for me to get out of the ward...l lie to the doctor..." (Mihir)
"...if you stay here long enough with these people it makes you want to kill yourself" (Dylan)
"I can't stand the sick people and the medication...prison is just so much easier" (Dylan)
Participants recognised how they gradually developed understandings of the mental illness, 
which enhanced their level of regard for hospital rules and how non-compliance would 
impact upon their progress.
"It took a while for me to get clean and start you know getting leave and progressing..." 
(Dylan)
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"...I ta k e  drugs and th e n  th e y  [professionals] s topp ed  th e  leave..."  (M ih ir )
Building a new identity
Participants were aware of the importance of creating new identities distinct from their 
past selves and of 'being a patient' and also recognised the associated challenges of this 
process. They understood that they needed to develop themselves psychologically, 
vocationally and socially in order to reintegrate or create a new sense of belonging to their 
family or community (see Figure 4 below).
Develop
new
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Figure 4: Participants' anticipated foci when considering how to build a new identity
Participants recognised that their on-going recovery journeys would involve the support of 
health care professionals, voluntary and community agencies and friends.
"...play for the hospital football team...I still enjoy going to NA [Narcotics Anonymous ... get 
a little place to live you know, decorate it..." (Dylan).
"...make, get a CV and go to the college for my English, go to the day centre..." (Abhay)
"...do some...IT courses...and other courses ...It'll be nice to learn something new" (Mihir)
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'Td like my own place. My own flat or ...house" (Samir)
"I left drugs that's why I can't go back to these friends for anyone. If I don't have any friends 
that's OK, but instead I will find good friends. I'll be really happy..." (Abhay)
"Well, not sure how much longer I'm going to be here...I want to go and visits my dad's 
house in Pakistan yeah" (Yasir)
Dylan and Mihir described facing a paradox about their future. Both were hopeful, yet 
ambivalent regarding their abilities to continue their current progress post-discharge. Both 
believed that in order to lead a meaningful life, they must reform and create new identities, 
which seemed challenging. The perceived consequences of failing to do this were different 
for both, for Mihir a re-admission to hospital and for Dylan, death.
"I'll try my best to stay clean because it going to be a fight between freedom or drug taking. 
If I take drugs then no freedom and I want freedom not drugs" (Mihir)
"... I suppose I'm making some progress. Erm, I'm definitely not going to try suicide again 
and or use skunk or none of that stuff cause too many problems can happen with that and I 
just can't handle it again. Erm, I'm pretty sure this will be my last hospital admission and if 
it's not, then straight away, well I'll just die, I can't handle it again. I think I'll be alright this 
time if I just (pause) I dunno, you know just don't get arrested again" (Dylan)
Participants sought assurances regarding confidentiality and their identity being protected 
perhaps because they were concerned of how a breach of confidentiality could affect the 
formation of their new identity, impact upon their family and affect their onward recovery.
"...don't tell anyone though. You're not going to tell anyone are you?" (Samir)
"No, just that you say everything is confidential...l don't want anything, like I spoke to 
you...It be confidential?" (Abhay)
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Maintaining a sense of belonging
As inpatients, participants' ability to repair and re-build their family relationships was 
influenced by their current level of contact and involvement with their families, their 
positioning and role in their families and the amount of power they felt they had to make 
significant relational changes. Factors that affected participants' role and power within the 
family included their past and anticipated future behaviours, such as substance misuse and 
offending, the powers of the mental health system and family expectations regarding 
recovery. For Dylan, Mihir and Abhay, sustaining their new identity post-discharge was 
likely to impact upon the nature of their future family relationships and influence the level 
of support they thought they could receive and also want from their family.
Dylan stated that once discharged he would need to lead an independent life away from his 
family in order to prevent a future hospital admission.
"...I remember all the bad things that I used to experience there...it would never work out. 
I'd always be worried that my dad's going to call the police and all I have to do is shout...get 
into an argument...and I'll be back in hospital for another year..." (Dylan)
"Well, I just want to forget about the past and move on, that's all that matters now" 
(Dylan).
Mihir had realised the value of family through the support they had provided him and 
consequently, was aware that a relapse to drug use would jeopardise his family 
relationships.
"Well, if I start smoking drugs again, I harass them and go back, back to the olden days 
routine, like asking them for money...then they won't trust me again..." (Mihir)
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Chapter 4: Discussion
This study investigated South Asian men's narratives of their admission into an UK inpatient 
psychiatric service and the impact of this upon themselves, their family members and 
familial relationships.
4.1 Theoretical considerations
4.1.1 Reparation with family members and fostering a sense of belonging
Novel findings from the current study highlight the centrality of family relationships and a 
sense of belonging to family as being fundamental to participants' sense of self, their future 
identity, recovery and reintegration into the family, cultural community and society. 
Participants reported the 'patient' identity as stigmatising (Forrester-Jones & Barnes, 2008; 
Shea, 2011) and their hospital admission as alienating as it estranged them from their life, 
family and social relationships that constituted their pre-illness identity. These experiences 
led participants to reflect upon their past lives and behaviour. They considered how 
hospital admission impacted upon their current and anticipated future role and positioning 
within their family, the quality of family relationships, their belonging to family and cultural 
community and future recovery plans. Participants shared how they had placed different 
levels of emphasis upon individualism and communalism (Laungani, 1999) in the past, at 
present and in the anticipated future. This was linked to the varied levels of connection 
they had felt and were currently experiencing with their immediate and extended families, 
culture and community. Strikingly, despite the differing levels of estrangement experienced 
and current strained family relationships, all participants had commenced the process of 
reparation with family members with differing expectations of current and future 
relationships, support and belonging.
Self categorisation theory proposes that group membership depends upon how similar an 
individual considers themselves to be to others in the group. Common experiences might 
allow individuals to have group membership enabling them to address issues with others 
that may otherwise not be possible (Turner, 1982). Family members in this study became 
involved in their relative's treatment and recovery to different degrees dependent on the 
participant and family's wishes and whether they could be practically involved. Social 
identity theory suggests that if an individual's group membership changes, or if one is
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rejected it can lead to the loss of social identity resulting in a process of adjustment and/or 
negative consequences upon their mental well-being (Haslam et al., 2009). Arguably, 
participants' experiences of mental illness and being inpatients may have led to them 
feeling alienated and as no longer having membership of their family and community. 
Conversely, family was highlighted at times as an important source of support for 
participants, a finding also reported elsewhere (Commander et al., 1999; Dein et al., 2010; 
Weich et al., 2010).
Four participants reported how estrangement from their family and community had led 
them to embrace faith and religion as sources of support whilst in hospital. For some 
participants, embracing faith and religion was a new experience helping them to stay 
connected to their identity as Muslims, despite having previously felt disconnected from it. 
Faith and religion was also integral to some families and thus, this may have helped 
participants stay connected to them, perhaps by adhering to their family's religious norms. 
Praying allowed some participants to repent for their past behaviour and to have hope for 
their family's well-being. One participant stated how he and his family viewed religion, 
spirituality and medicine as on a continuum, therefore, allowing multiple meanings as 
possible for mental illness. These findings support the importance of faith, religion and 
spirituality for South Asians (Bhui et al., 2006; Dein et al., 2008, 2010; Penny et al., 2009; 
Weich et al., 2010).
4.1.2 The perceived impact of mental Illness and the hospital admission upon families
Participants reported past or ongoing strained relationships with family members whilst 
being inpatients due to unresolved conflict and, for some, the physical and emotional 
separation from their family. Despite this, most participants depicted their families as 
tolerant, resilient, and adaptable when faced with high levels of stress and adversity 
relating to mental illness, arrest, and sectioning and hospital admission. All participants 
reported how mental illness and if applicable, drug taking behaviour had profoundly 
affected their family life. This has been found in both South Asian and White populations 
(Dein et al., 2010; Martens & Addington, 2001). Three participants described their family 
home as chaotic due to their involvement in frequent arguments, making threats, deceiving 
and taking advantage of family members, inflicting aggression and violence on property and 
others. Two participants blamed their families for their role in their hospital admission 
because their families had either initiated their inpatient admission and/or had sought
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support from the police and/or mental health services. Ail participants reported how they 
and their family experienced difficult emotions in response to their mental illness and the 
hospital admission, which is echoed in South Asian literature (Penny eta/., 2009).
Participants reported that the quality of their family relationships prior to and post hospital 
admission, and the nature of their role and contribution to the family when residing with 
them influenced how much family functioning was affected by their hospital admission. All 
participants stated their absence did not impact upon the practical functioning of the 
household. Participants showed varied attitudes regarding being affected by the stigma of 
mental illness; three participants believing it affected them and the family's reputation. 
Contrastingly, two participants appeared to be indifferent. Some participants reported how 
families had initially kept their drug taking, anti-social behaviour, mental illness and/or their 
hospital admission a secret from extended family or their cultural community in order to 
minimise the shame and stigma they may experience at personal or family levels, also 
reported elsewhere (Chew-Graham etal., 2002; Knifton etc/., 2010; Rethink, 2007).
4.1.3 South Asian families, identity formation and drug use
Participants varied in their felt personal agency, but all hoped a new identity would give 
them a stronger and more positive sense of self, purpose and meaning. Participants 
realistically anticipated ongoing struggles in trying to rebuild their identities and live 
independently post discharge, supporting findings in the recovery literature (Davidson & 
Strauss, 1992; Thornhil et al., 2004; Shea, 2009). Participants shared how their experiences 
of mental illness coupled with their past drug taking had led them to have a negative and 
devalued sense of self. This finding has been reported in White populations (Link & Phelan, 
2001). Participants believed they had not acted morally and/or according to cultural and 
family expectations, which was reinforced by comparing themselves to others in their 
cultural or family group who had established livelihoods (Taylor, 1989). This gained them 
status and respect within the family and cultural community with a strong sense of 
achievement and belonging (Berger & Lukeman, 1967; Mead, 1967; Tajfel & Turner, 1979; 
Taylor, 1989). This may be different in between Western and South Asian societies due to 
the differing meanings attached to individualism and communalism. A sense of belonging is 
vital for psychological well-being because it can help individuals to manage the negative 
consequences of being within a devalued group (Haslam et al., 2009).
Major Research Project
Research Dossier 157
Four participants reported drug use in the community before their contact with mental 
health services. It may be speculated that for some participants, drug taking had a role in 
the development of mental illness because drug use is prevalent and increasing amongst 
South Asian populations who meet the identified risk factors (Fountain, 2009). Two 
participants reported commencing drug use in their early adolescence as a social activity 
with peers because it enhanced their social image and provided a form of escapism from 
their family. This echoes previous findings (Arora & Khatun, 1998; Carey, 2000; Karlsen et 
al., 1998; Uddin et al., 2008). Increased levels of drug taking amongst South Asians may be 
attributable to South Asian communities being increasingly influenced by Western society, 
taking them further from adherence to core traditional values, such as family respect and 
living according to cultural and religious ideals (Rogers et al., 1997). BME, including South 
Asian adolescents have reported growing up in a Western society as challenging due to 
differing societal values, meanings and the emphasis placed upon adolescence and 
adulthood, independence and interdependence, individualism and collectivism (Gupta, et 
al., 2007; Ponterotto et al., 1995; Rogers et al., 1997). Identity formation and the 
development of a coherent identity is related to successfully negotiating between one's 
ethnic and Western culture (Gupta, et al., 2007). Consequently, drug use among 
adolescents may be a response to the emotional demands of living within multiple cultural 
frames.
Some participants in this study reported similar personal challenges during their 
adolescence as they became more interested in peers, socialising and drugs, which led to 
anti-social behaviours and criminal activity. Research has long established the links 
between drug use, violence, criminal activity and mental illness, especially within juvenile 
offender populations who are later diagnosed with mental illness (Boles & Mi otto, 2003; 
Moore & Stuart, 2005). Some participants shared how being British Asian meant that their 
identity required them to have different selves for social and home life in order to be 
accepted and belong in both environments. This finding supports the notion that there is no 
stable sense of self, but a 'saturated self and that identity is fluid and influenced by social 
surroundings and the demands that are placed upon a person (Gergen, 1991; Raskin, 2002). 
Two participants reported that as adolescents and adults they continued to be aware of 
how members of their South Asian communities could monitor their behaviour. 
Participants feared being reprimanded and/or rejected by their parents, family or 
community if they were deemed as not trying to reform and live a 'good life'.
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The current findings found how drug taking can help manage the emotional and 
psychological distress that can arise from experiences of difficult life changes, acculturation 
and migration, and managing the expectations of belonging to differing cultures. These 
findings support those of South Asian and Black women experiencing difficulties in 
managing conflicting cultural and societal expectations (Wilson, 2001). The current findings 
highlight issues around vulnerability, locus of control, personal agency and poor support 
networks. These findings support other research, which has reported BME men as 
experiencing identity difficulties and poor mental health, but being reluctant to seek help 
(Robinson et al., 2011). Thus, it is important to consider how professionals may be able to 
strengthen protective factors to provide support and prevent problematic drug use and 
associated poor mental health.
4.1.4 Experiences of the 'patient' Identity
As discussed in the cross analysis results, all participants echoed previous findings of BME 
participants experiencing inpatient psychiatric services as adverse, making them feel 
powerless and helpless (Breeze & Repper, 1998; Chase et al., 2010; Dein et al., 2010; 
Gilburt, 2008; Hughes et al., 2009; Thornhill et al., 2004). However, participants believed 
their cultural needs were met and did not think that their ethnicity, racial and cultural 
background led them to experience either racial mistreatment or preferential treatment 
from professionals. These findings lend support to findings regarding South Asians persons' 
perception of their care as being good (Dein et al., 2010; Warnock-Parkes et al., 2010; 
Weich et al., 2010). However, in contrast to findings where South Asian service users report 
mistreatment from professionals and adverse outcomes in mental health services (Bhui et 
al., 2003; Bowl, 2007; Johnson etal., 1997; The King's Fund, 2002, 2003; Singh, 2007; Sisley 
et al., 2011). These differences may be attributable to the level at which services effectively 
meet South Asian service users' racial, cultural, religious and personal needs. In fact, BME 
service users are well represented at the two hospitals at which the study occurred.
Participants reported positive therapeutic relationships with staff. However, two 
participants stated experiences of conflicts with staff, but attributed these to personality 
differences and the requirements of their professional role conduct. Arguably, participants 
may have had little knowledge of institutional racism and its covert nature and/or realised 
their limited power due to being sectioned under the Mental Health Act. Alternatively, as 
participants gradually developed in-depth understandings of themselves and their distress
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they may have developed a positive appreciation of the care and the treatment they were 
receiving. Participants slowly recognised the necessity of involuntary hospital admission 
and its positive impact upon recovery and family relationships, supporting previous findings 
(Wattslan et al., 2008; O'Donoghue et al., 2010). Participants spoke positively of 
psychological input they received, which contrasts the finding regarding BME groups as 
being less likely to be offered psychological therapy and/or finding it beneficial 
(Commander et al., 1999). Participants did not appear to somatise their distress, which 
supports findings regarding South Asians as being psychologically minded (Bhui etal., 2002; 
Burr and Chapman, 2004; Chew-Graham et al., 2002; Scheppers et al., 2006). Reasons for 
these contrasting findings may be that participants were able to communicate well in 
English and so, expressed themselves freely and arguably, this allowed them to have access 
to and be embedded within the mental health system for their treatment. This may be less 
available to those who speak less English.
4.1.5 Sectioning under the Mental Health Act
Power dynamics and coercion can be embedded within mental healthcare services and be 
present between mental health professionals, researchers and participants (Orne, 1962; 
Szmukler, 2008; Szmukler & Appelbaum, 2008). When I collected and analysed the data, I 
was mindful of the circumstances under which participants participated in the study and 
how this may have influenced the stories they shared with me. Participants in this study 
were sectioned under the Mental Health Act and may have believed that they had no 
option, but to participate in the study for fear of negative consequences. Although efforts 
were taken to reassure participants of the separation between research and their inpatient 
setting, they may have not trusted the researcher's assurances. They may have been 
reassured by the fact that researcher was South Asian, but may equally have felt this to be 
a subtle pressure to participate. Three participants sought assurances regarding 
confidentiality and their identity being protected, which highlights how they may have felt 
vulnerable and fearful of the consequences of confidentiality being breached. They may 
have been concerned about being exposed as a mental health patient having voiced their 
private and personal and familial experiences. Participants soon to be discharged 
consented to taking part in the study, but later declined due to personal circumstances not 
enabling them to partake (discussed in section 2.8.3).
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4.2 implications o f the findings
The following implications may be useful to consider when working with South Asian men 
compulsorily admitted to psychiatric wards in the UK.
4.2.1 Theoretical
This research suggests that when referring to existing theories on recovery, identity, self 
and belonging, resilience and shame experiences; it may be useful to consider how these 
theories are applicable to South Asian men, specifically, to consider future identities and 
sense of belonging to family and cultural community. It may be useful to develop theory 
that recognises the importance of family and cultural belonging for South Asian men, which 
addresses emotional and psychological processes.
4.2.2 Clinical
Firstly, treatment could foster a sense of belonging for the person through facilitating 
meaningful connections and engagement with the family and/or significant others in the 
cultural community. Secondly, treatment could explore the impact of mental illness upon a 
person's identity and assist the person in reconnecting with or rebuilding a meaningful 
identity and might consider issues related to bi-racial and bi-cultural identities. Thirdly, 
treatment could explore narratives of mental illness for the person and their family in order 
to better support the entire family in processing and responding to the psychiatric inpatient 
admission.
Making sense of South Asian men's experiences of being inpatients, of family systems and 
family adjustment is important because the South Asian culture may place greater value on 
communalism and family cohesion. Participants held different meanings for 'fa m il/ and so, 
it is important to recognise that different meanings can exist for individuals even within the 
sub-groups of a culture (Singh, 2009). Use of Systemic theory, formulations and tools 
(Perelberg, 1992; Fallcov, 1995; Singh, 2009) with individuals and families could help 
explore meanings of family and understand family organisation, history, life cycle, 
relationships, roles and expectations, strengths, resilience and support systems. 
Understanding experiences of migration, acculturation and assimilation and the influences 
of culture, ethnicity, race, language and family and cultural community and their scripts 
upon an individual's ideology may provide pertinent insights. This information may aid 
psychological work on identity, well-being and recovery and cultural issues, such as
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personal and family shame, which participants reported. Insights into how individuals and 
families might process, adjust and support family members through difficult experiences 
could help clinicians provide appropriate support during the early stages of an admission to 
help facilitate treatment. Systemic techniques, including circular questioning (Selvin et al., 
1980) and Compassion Focused Therapy (Gilbert, 2009) may help develop perspective- 
taking, compassion and empathy for oneself and within families, potentially facilitating 
positive changes. Narrative therapy may assist individuals and their families 'tell their 
story', deconstruct dominant discourses and develop alternative stories that recognise 
personal and familial resources (White & Epston, 1990).
Understanding South Asian men's membership of extended family and community support 
systems may assist in creating personal and culturally appropriate recovery plans. It may be 
useful to involve family members and/or significant others in discussions of the 
psychological process of re-integrating the person back into the family and/or cultural 
community, how best to foster a sense of belonging for them and consider anticipated 
struggles in achieving this. This could be crucial because some participants shared how their 
families embraced individual difficulties collectively as a family (Laungani, 2004).
4.2.3 Service provision
Evaluation of the cultural appropriateness and sensitivity of services to South Asian 
populations may be useful, especially the use of interpreters and access to comprehensible 
literature in appropriate language. It may also be useful for psychologists to offer a 'drop-in' 
service for South Asian carers and family members of patients who may not wish to engage 
in therapy, but may require support and outside official forums, such as ward rounds. It 
could be useful to consider the provision of specialist support and psychological therapy 
groups South Asian persons only. Such specialist groups could be tailored to meet the 
needs of this population more specifically, which may increase their access to services and 
foster engagement with professionals. It is important to offer a choice of such groups as 
well as offering groups that are open to all populations. Services may wish to consider how 
to form links with cultural and religious leaders and organisations within the South Asian 
communities because they can be important sources of support for service users and their 
families. Service users may wish for cultural and religious leaders to offer valuable 
contributions to their treatment and recovery plans, which may assist them in their ongoing 
recovery.
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4.2.4 Training and education for professionals
Professionals, especially psychologists, may benefit from training and education on relevant 
differences between South Asian and White British culture, so that they are better 
equipped to address these. Training on working with cultural and spiritual explanatory 
models of mental illness may be useful when working with people who do not subscribe to 
the medical or psychological model of mental illness. Training that assists professionals in 
working more closely with communally important religious and cultural leaders and 
organisations may be useful if they are considered valuable to the person's care and 
recovery. They may provide good understandings into South Asian communities.
4.3 Strengths and limitations
South Asian men's narratives were accessed, which provided valuable and authentic 
insights into their experiences involving power dynamics and the oppressive nature of 
being sectioned and hospitalised. It seemed that participants did not feel discriminated 
against in the interview because they were able to share their personal stories of their 
experiences openly. They reflected upon themselves and their families and the impact of 
mental illness and their hospitalisation upon them, which appeared to be a difficult and 
sensitive topic to speak about. Additionally, three participants had provided feedback that 
participating in the interviews had felt therapeutic, suggesting that sharing their stories and 
feeling they were listened to may have been a positive experience.
Limitations of the study include not recruiting family members, which may have provided a 
deeper understanding of the psychological impact of a relative's inpatient psychiatric 
admission upon the family system and how a family responds and adapts to this. Being 
unable to conduct interviews in other languages may have prevented different meanings to 
emerge. However, the use of interpreters may have impacted upon the extent to which 
narratives were shared freely and also, how the researcher made sense of them. 
Participants shared unique stories of their experiences and so, recruitment of more 
participants may have added more to the understanding of South Asian men's experiences. 
Participants were a group of relatively young men living in one inner London community 
and therefore, their experiences may vary in comparison to South Asian men and women 
living in other parts of London or the UK because different contexts, societies and
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4.4 Future research
It could be useful to use a case study approach to gain an in-depth understanding of a 
South Asian family system and hear multiple family members' narratives of an inpatient 
psychiatric admission and consider why perspectives may vary. Additionally, to understand 
how roles and positions of family members may change both short term and long term 
following a crisis and/or hospital admission and how a family functions.
Researchers could investigate the differences between South Asian patients and families 
who are British citizens and non British citizens because the influences and emphasis upon 
culture, family and community may vary in families due to the effects of migration and 
processes of acculturation and assimilation as shown in this study.
There is a dearth of research on Indian populations, therefore developing understandings 
of Indian persons and families would usefully provide a comparison to existing research 
undertaken with Bangladeshi and Pakistani populations. Insights into South Asian sub­
groups would be valuable, especially as meanings of family can vary within sub-cultures.
Research focused upon discharged patients' experiences of being a patient and their 
ongoing journey of recovery in the community may be useful. Findings could provide 
information on how to further support patients during the process of discharge and 
returning to the community.
It may be useful to explore the experiences of South Asian women who are inpatients as 
their narratives are likely to differ to South Asian men. South Asian women's narratives may 
provide different understandings of South Asian families. Viewpoints on power distribution, 
gender roles and expectations within the family may vary. The manifestations, experiences, 
and management of mental illness and psychological distress leading up to, during and post 
the inpatient psychiatric admission may differ.
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4.5 Conclusion
This study explored the psychological experiences of an inpatient psychiatric admission 
upon South Asian men using a semi-structured interview schedule in keeping with narrative 
analysis. Key findings were that most fundamentally, men's onward recovery journeys 
included hopes of rebuilding their identities, continuing with reparations with family 
members and rebuilding family relationships in order to have a sense of belonging to 
family, cultural community and society. This sense of belonging was noted to be affected by 
the impact of the hospital admission and the stigma of mental illness. Family relationships 
and the family system were reported to be powerfully affected by the relative's inpatient 
psychiatric admission. Notions of personal and family shame, loss of honour, respect and 
dignity were present, affecting the men's identities and their perceived sense of belonging.
4.6 Final reflections
Whilst carrying out this research and hearing participants' stories, I was aware of the power 
differentials between them and myself as a researcher. I felt privileged to hear such 
powerful and personal narratives, which left me feeling intrigued and saddened. Through 
this research, I also further considered the meaning making frameworks that I live by, how 
and from where they have derived and how they contribute to developing my identity.
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On behalf of the Committee, I am pleased to confirm a favourable ethicai opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised, subject to the conditions specified below.
Ethical review of research sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see "Conditions of the favourable opinion" below).
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
For NHS research sites only, management permission for research (“R&D approval") should 
be obtained from the relevant care organisation(s) In accordance with NHS research 
governance arrangements. Guidance on applying for NHS permission for research is 
available in the Integrated Research Application System or at http://www.rdforum.nhs.uk.
This Re^earclt htiiio; ClontriuUfte is an acK'isorv committee to  the London Strategic Health Aulhonty 
The Nation^f Research Ethics Service (NH£S) represents the NRES Directorate within 
the NatT0 /\siP9tieti% Safety Agency eno Research Ethics Corr\nr\ittees in England
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Where the only involvement o f the NHS organisation is as a Participant Identification Centre 
(PIC), management permission fo r research is not required but the R&D office should be 
notified of the study and agree to the organisation’s involvement. Guidance on procedures 
for PICs is available in IRAS. Further advice should be sought from the R&D office where 
necessary.
Sponsors are not required to notify the Committee o f approvals from host organisations.
It is the responsibility of the sponsor to ensure that all the conditions are complied 
with before the start of the study or its initiation at a particular site (as applicable).
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document Version Date
Investigator CV J - fl^s Rupa 
Kataria -  -------------—
Protocol 1.0 23 April 2010
Supervisor CV Dr Naomi 
Wilson
REC application 47334/11586
1/1/847
18 May 2010
Covering Letter 1 22 June 2010
Interview Schedules/Topic Guides 2 - Patients 20 June 2010
Interview Schedules/Topic Guides 2 - Family 
members
20 June 2010
Questionnaire; Participant Demographic and Basic Information 
Sheet
1 23 April 2010
Participant information Sheet: PIS - Family members 2 20 June 2010
Response to Request for Further Information 1 28 June 2010
Participant Information Sheet: PIS - Patients 2 20 June 2010
Participant Consent Form: Participant Consent Form 1 23 April 2010
Evidence of insurance or indemnity Zurich
Municipal
08 July 2009
Referees or other scientific critique report in the form of
Minutes from
Major
Research
Project
Proposal
Review
Meeting
02 November 2009
Statement of compliance
The Committee Is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
After ethical review
Now that you have completed the application process please visit the National Research 
Ethics Service website > After Review
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You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website.
The attached document “After ethical review -  guidance for researchers” gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including:
• Notifying substantial amendments
• Adding new sites and investigators
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures.
We would also like to inform you that we consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email
referenceqrouD@nres.nDsa.nhs.ük.""""~‘"......................    - .............................................
|10/H0713/39 ~ _____________Pleaee quote this number on all correspondence
Yours sincerely
Dr Joe Brierley 
Chair
Email: taki.austin@royalfree.nhs.uk
Enclosures: List of names and professions of members who submitted written
comments
“After ethical review -  guidance for researchers" SL- AR2 for other 
studies
Copy to: Ms Mary John, University of Surrey (sponsor)
Dr Stefan Priebe, R&D Contact, East London Foundation Trust
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6.2 Appendix 2: Letter of ethical approval (university)
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
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6.3 Appendix 3: Letter of approval (R&D)
NHS Foundation Trust 
FINAL R&D APPROVAL Joint Research and Developm ent Office
Miss Rupa Kataria 
University of Surrey 
Department o f Psychology,
Guildford 
United Kingdom 
GU27XH
12 October 2010
Dear Miss Kataria,
Re; W hat Is the psychological im pact on South Aslan fam ilies w hen a fam ily member is 
detained at a m edium  secure forensic Inpatient unit?
Reda Ref: E l005/4
I am now happy to inform  you that the Jo int BSD O ffice of and
has arranged NHS indem nity cover tor your study against any 
negligence that m ight occur during the course o f your project, on behalf of 
Foundation Trust.
Please note tha t all research w ith an NHS e lem ent is subject to I he Research Governance 
Framework fo r Health and Social Care 2005. If you are unfam iliar w ith the s tandards contained in 
this document, o r the BUT and O M U L policies that re in force them , you can obtain details from the 
Joint R&D Office, tel 0207 882 7250 or go to
ntto: WWW.dh.gov uk, PoiicvArc,Guidance.''ResearshAndDevelQ oi".ent'ReseafchAneDeve ocm entA  
Z 'ResearcnG ov9''nance.fs.'en.
You m ust stay in touch with the Joint BSD O ffice during the course of the research project, 
particularly If/ when;
• There is a change of Principal Investigator;
• The pro ject fin ishes;
• Am endm ents are made, w hether m inor or subslantial.
This is necessary to ensure that your indem nity cover is valid. Should any S erious Adverse Events 
(SAEs) occur it Is e s s e n tia l that the team m em ber involved contact his/her Trust supervisor and 
the Research O ffice im mediately. If patients or staff is involved in an incident, you should also 
contact the A ssurance departm ent via incident, ReoortinoCOeastlondon.nhs.uk
i hope the project goes well, and If you need any help or assistance during its course, please do 
not hesitate to contact the O ffice.
Yours s incerely
iu
Head of Research Resources
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6.4 Appendix 4: Letter of ethical approval (NHS) following amendments
N ational Research Ethics Service
Central London REC 2
REC Offices 
Block A. South House 
Royai Free Rostiftel 
Pond Street, London 
NW3 20G
Tel: 020 7794 0500 x34847
Miss Rupa Kataria 
PschD Clinical Psychology 
Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH
10 February 2011
Dear Miss Kataria
Study title;
REC reference: 
Protocol number: 
Amendment number: 
Amendment date:
What is the psychological impact on South Asian families 
when a family member is detained at a medium secure 
forensic inpatient unit?
10/H0713/3S
NA
1
16 January 2011
The above amendment was reviewed at the meeting of the Sub-Committee held on 04 
February 2011 by the Sub-Committee in correspondence.
Ethical opinion
The members of the Committee taking part in the review gave a favourable ethical opinion 
of the amendment on the basis described in the notice of amendment form and supporting 
documentation.
Approved documents
The documents reviewed and approved at the meeting were:
Version
Demographic Sheet 3 16 January 2011
Interview Schedules for family members 3 16 January 2011
Interview Schedules/Topic Guides 3 16 January 2011
Participant Consent Form 3 16 January 2011
Participant Information Sheet: Family members 3 16 January 2011
Participant information Sheet 3 16 January 2011
Notice of Substantiai Amendment (non-CTIMPs) 1 16 January 2011
Covering Letter 16 January 2011
(None) 21 January 2011
This Researcti Ethks tocrimrttec is an aovisory cotni-nittiïe to  the London Strategic Health Authority 
The National Research Ethics Service (NRES) represents the NRES Directorate within  
the National Patient Safety Agency and Research Ethics Committees in England
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Membership of the Committee
The members of the Committee who took part in the review are listed on the attached 
sheet.
R&D approval
All investigators and research collaborators in the NHS should notify the R&D office for the 
relevant NHS care organisation of this amendment and check whether it affects R&D 
approval of the research.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
10/H0713/39:___________  Please quote this number on all correspondence______
Yours sincerely
Ms Georgina Marshall 
Committee Co-ordinator
E-mail: georgina.marshall@nhs.net
Enclosures: List o f names and professions o f members who took part in the
review
Copy to: Ms Mary John
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6.5 Appendix 5: Letter of ethical approval (university) following amendments
UNIVERSITY OF
SURREY
Dr Vicky Senior (Deputy Chair)
Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Rupa K ata ria
Trainee Clinical Psychologist 
Department o f Psychology 
University o f Surrey
Faculty of
Arts and Human Sciences
Paul Stephenson 
D irector o f  Human Resources
I:  +44(0)1483 689445 
F: +44(0)1483 689550
www.surrey.ac.uk
2 3 " 'February 2011 
Dear Rupa
Reference: 499-PSY-lO (Changes) NHS Approved
Title o f Project: W hat is the psychological impact on South Asian families when a family 
member is detained at a medium secure forensic inpatient unit?
Thank you for your submission o f  changes to  the above proposal.:
The Faculty o f  Arts and Human Sciences Ethics Committee has given a favourable etliieai 
opinion.
If  there are any other significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Vicky Senior 
Deputy Chair
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6.6 Appendix 6: Letter of ethical approval (R&D) following amendments
cza
NHS Foundation Trust 
FINAL R&D APPROVAL Jo ln l R esea rch  and D eveloptnent Office
Miss Rupa Kataria 
University of Surrey 
Department of Psychology.
Guildford 
United Kingdom 
GU27XH
12 October 2010
Dear Miss Kataria,
Re; W hat is th e  psychological im pact on S outh A slan fam ilies w hen a family m em ber is 
d e ta ined  a t a m edium  secu re  fo rensic  inpatien t unit?
Reda Ref: E l005/4
I am now happy to inform you that the Joint R&D Office ol ' and
has arranged NHS Indemnity cover lor your study against any 
negligence that might occur during the course of your project, on behalf of 
Foundation Trust.
Please note that all research with an NHS element is subject to the Research Governance 
Framework for Health and Social Care 2005. If you are unfamiliar with the standards contained in 
this document, or the BLT and OMUL policies that reinforce them, you can obtain details from the 
Joint R&D Office, tel 0207 682 7250 or go to
htto:/ wwv/.dh.gov.uk/PolicvArcGuidance'ResearchAndDeveloomeni'ResearchAncDeve ocmentA 
Z/Res 8 a rchGove mance.f s'en.
You must stay In touch with the Joint R&D Office during the course of the research project, 
particularly 11/ when;
• There Is a change of Principal Investigator;
• The project finishes;
• Amendments are made, whether minor or substantial.
This Is necessary to ensure that your Indemnity cover is valid. Should any Serious Adverse Events 
(SAEs) occur It Is essential that the team member Involved contact his/her Trust supervisor and 
the Research Office immediately. If patients or staff is Involved in an incident, you should also 
contact the Assurance department via incident. Reoohlna©easilondon.nhs.uk
I hope the project goes well, and If you need any help or assistance during Its course, please do 
not hesitate to contact the Office.
Yours sincerely.
Head o f Research Resources
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6.7 Appendix 7: Participant Information Sheet (PIS)
UNIVERSITY OF
SURREY
PARTICIPANT INFORMATION SHEET FOR PATIENTS 
Title of Research Study:
What is the psychological impact o f an admission to inpatient psychiatric services on South 
Asian patients and their families?
Who am I?
My name is Rupa Kataria and I am a third year Trainee Clinical Psychologist on the 
Doctorate in Clinical Psychology course at the University of Surrey.
Why is the study being done?
The study is being carried out as a doctoral research project as part of a Doctorate in 
Clinical Psychology at the University of Surrey.
What is the study about?
The study is being carried out with South Asian patients and their families as little is known 
about their experiences of inpatient admission. The researcher is interested in finding out 
how a family member's admission to an inpatient psychiatric unit impacts upon a family, 
relationships with the family member who is a patient, relationships within the family and 
cultural community. The information gathered will be useful in helping professionals 
understand how South Asian patients and their families experience the impact of an 
inpatient admission and how they can perhaps be supported better.
What will I have to do?
You are being asked to participate in an interview with the researcher and be asked about 
how your inpatient admission has affected you and your family. The interview should not 
take more than one hour. The interview will be recorded so that the researcher can listen 
to it again after the interview to analyse it.
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Why am I being asked to take part?
You are being asked to take part in the study as the research study is focused upon South 
Asian participants and the researcher is interested in speaking with you.
Do I have to take part?
You do not have to take part in this study. Participation or refusal to participate is not 
linked to your involvement with East London NHS Foundation Trust and will not affect your 
stay at the unit.
How do I agree to take part?
If you agree, you will be asked to sign a consent form. After taking part in the study, the 
researcher will not ask you take part in any further research linked to this study.
What will happen if I agree to take part but then change my mind?
You can change your mind at any time and your details will be removed from the study. 
There will be no negative consequences for changing your mind.
Will my personal details be printed?
Your name and personal details will remain anonymous in the study and it will not be 
possible to identify you in any way. Information, such as demographic details and 
information referring to age, gender, ethnicity, religion, languages spoken, country of 
origin, number of years living in the UK and whether employed will be used, but you will 
remain anonymous.
Will anything I say get printed?
It may be possible that something you say may be used as direct quotations in the written 
research project and also in any articles that may be written for publication. If this happens, 
fictional names will be used to protect your identity so that you are not identifiable.
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Does what I say get shared with anyone else?
What you say will remain confidential and remain between you and the researcher. If the 
researcher feels concerned for your safety and/or the safety of others, they are obliged to 
share this with appropriate professionals so that necessary steps can be taken to protect 
those concerned. However, this would always be discussed with you first. Information from 
the interview will not be shared with your family members as the sensitivity of the topic is 
respected.
The clinical professionals involved in your care team will not have access to the information 
that is shared during the interview. The researcher's supervisor/s will have access to the 
information during the research study for supervision purposes during which fictional 
names will be used. The hospital shall have access to the final findings that emerge from 
the research study when it is complete.
Will the study affect me in any way?
Taking part in the interview should not cause you any harm, similar studies in the past have 
been carried out safely. You may find some of the questions are quite personal as they will 
ask you about the impact of the inpatient admission on you and your family. If you find a 
question too personal or upsetting, you don't have to answer it.
If you do find the interview upsetting, you can choose to take a break or not carry on with 
it. The researcher will be available to talk to you about any distress that you may be feeling. 
If extra support is required, the researcher is able to provide details of further support that 
is available. If you have a complaint or any concerns about any aspect of the study, you can 
speak to the researcher who will do their best to address the concern. If you want to make 
a formal complaint then you may do so by contacting the researcher's supervisor at the 
university (Naomi Wilson on telephone number 01483 686863 or by email at 
n.wilson@surrev.ac.uk).
Has the study been approved by any committee?
The study has been approved by Faculty of Arts & Human Sciences at 
University of Surrey, Central London Research Ethics Committee 2 and the Research and 
Development office at East London NHS Foundation Trust and is considered to be an 
appropriate piece of research.
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If you have any other questions or would like to discuss your participation in the study, 
please feel free to speak to me when I meet with you, by email me at 
r.kataria@surrev.ac.uk or by telephone on 07572379891 between the hours of 9am to 5pm 
if you need to speak to me. Thank you.
Rupa Kataria, Trainee Clinical Psychologist
Major Research Project
Research Dossier 198
6.8 Appendix 8: Consent Form
UNIVERSITY OF
SURREY
CONSENT FORM
Title of Research Study:
What is the psychological impact o f an admission to inpatient psychiatric services on South 
Asian patients and their families?
1. I confirm that I have read and understood the participant information sheet for the 
above study. I have had the opportunity to consider the information, ask questions and 
have these answered satisfactorily.
2. 1 understand that my participation is voluntary and that I am free to withdraw ant any 
time, without giving any reason, without myself or my family member facing any 
negative consequences.
3. I understand that anything I say in the interview may be used as quotations in the 
written research project and also in any articles that may be written for publication. If 
this happens, fictional names will be used to protect my identity.
4. I agree to take part in the above study.
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Name of Participant Date Signature
Researcher Date Signature
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6.9 Appendix 9: Participant Demographic and Basic Inform ation Sheet
UNIVERSITY OF
SURREY
PARTICIPANT DEMOGRAPHIC AND BASIC INFORMATION SHEET 
Title of Research Study:
What is the psychological impact of an admission to inpatient psychiatric services on South 
Asian patients and their families?
Please do  n o t w r ite  you n a m e  on th is fo rm . This w a y  y o u r responses w ill b e  ke p t 
an on ym o us. I w o u ld  like you to  te ll m e a fe w  basic th ings a b o u t yourself. P lease tick  th e  
responses th a t apply.
1. Your age in years?
Under 20
20-29
30-39
40-49
50-59
Over 60
2. Your gender?
Male
Female
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3. How would you describe your sexuality?
Heterosexual
Lesbian
Gay
Bisexual
1 do not wish to disclose this
4. What is your marital status?
Single
Married
Divorced
Widowed
In a relationship, but not living 
with the partner
Living with a partner
1 do not wish to disclose this
5. How would you describe your ethnicity?
Asian or Asian British Mixed
Indian White and Asian
Pakistani Any other mixed background
Bangladeshi 1 do not wish to disclose this
Any other Asian background Other (please specify)
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6. In which country were you born?
7. If UK is not your country of birth, how many years have you been living in the UK?
8. How would you describe your religion or belief?
Atheism Judaism
Buddhism Sikhism
Christianity 1 do not wish to disclose this
Hinduism Other (please specify)
Islam
Jainism
9. What languages can you speak?
English
Hindi
Urdu
Gujarati
Punjabi
Bengali
Pashtu
Tamil
Other (please specify)
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10. How would you describe your immigration status?
Citizen Asylum seekers waiting a decision
Permanent resident Leave to remain/enter
Highly Skilled Migrant Programme Working holiday visa
Work Permit Refugee
Dependent/Spouse visa Other (please specify)
Visitor
11. What is your educational achievement level?
CSE's/GCSE's Other post graduate course
A-Levels Other professional training
HND/BTEC Went to school in a different country
Diploma Did not receive education
Degree 1 do not wish to disclose this
Masters Other (please specify)
Other college course
12. What is your employment status?
Employed
Unemployed
Student
Retired
House w ife/ house husband
Carer
Other (please specify)
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12b. If employed, what is your job title?
12c. If employed, what is your income per year?
Under £15,000 £45,000 - £55,000
£15,000 - £25,000 £55,000- £65,000
£25, 000 - £35,000 £65,000 and above
£35,000 - £45,000 1 do not wish to disclose this
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6.10 Appendix 10: Interview Schedule
UNIVERSITY OF
 ^SURREY
INTERVIEW GUIDE FOR 
Title of Research Study:
What is the psychological Impact o f an admission to inpatient psychiatric services on South 
Asian patients and their families?
Introduction to the interview:
Thank you for agreeing to take part in the research study. I will be asking some questions 
about your relationships with your family since your admission into the unit and how this 
experience has been for you. I will be asking questions about your family relationships with 
your immediate family, your wider family and also with people or groups in the cultural 
community that you have contact with. Finally, I will be asking you if you have been given 
support by anyone that has helped you through this experience, if any support has been 
unhelpful and what support you would like to receive.
During the interview, if anything I say is confusing or difficult to understand, please tell me 
and I will be happy to explain. If any questions are too personal or are about something 
that you do not want to talk about, then please say so and I will ask you another question. If 
you would like to have a break at any time during the interview, just say so. If you wish to 
stop the interview at any time, please tell me and I will be happy to stop the interview.
Finally, as the questions are about you and your family members, when talking about them 
you may want to give them another name, so that I don't know their real name. In the final 
research study, I will give them a different name so that they can not be identified. Shall we 
think of some different names for the people in your family?
Do you have any questions?
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Before I start the interview, would you like to briefly tell me your story about how you 
became adm itted into the unit? i f  you do not w ant to tell me, that is fine, we can s tart the 
interview anyway.
I am going to start the interview by asking you some questions about your relationships 
with your immediate famiiy members. The questions will help me understand more about 
your relationships with them.
General prompts when applicable:
•  How/why is this important to you?
• What makes this important to you?
• What does that mean to you?
• How do you make sense of that?
• That's interesting can you say more?
• Tell me a bit more about that /  Can you give me an example of that?
1. Describe your family to me.
Sometimes, a person's culture, religion and family can Influence how a person understands 
other people, relationships and things that happen in their life. Sometimes, these things can 
influence the things a person says or does in their life.
2. Tell me about your culture, religion or family values.
3. Tell me about your relationships with your family before you were admitted to the 
unit.
4. Tell me about your relationships with your family since you have been admitted to the 
unit.
Sometimes, when a person becomes a patient it can be a difficult experience fo r them and 
people in their famiiy. Changes can take place in the immediate family, wider family and 
community, which can be helpful and unhelpful. The questions I w ill now ask will help me 
understand your family better.
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5. What's your understanding of the impact of your admission on your family and their 
relationships with each other?
6. Tell me about your relationships with your wider family since you have been admitted 
to the unit.
When a person becomes a patient at a hospital, it  can be hard fo r the family. Support can 
sometimes help families cope better, but sometimes they do not think they get the right 
kind o f support. The questions I now ask will help me understand the kind o f support you 
have been given and the kind of support you think professionals at this unit couid give you.
7. Tell me about any support you have been given during your admission.
8. If there was an ideal world, is there any support that you would like to receive from 
professionals that would be helpful to you or your family?
Thank you fo r answering my questions. This is now the end of the interview. Before we 
finish, is anything that you would like to say, which I have not asked you? Do you have any 
questions that you would like to ask me? Thank you fo r taking part in the interview.
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6.11 Appendix 11: Methodological Considerations 
Achieving rich data
Ogden and Cornwell (2010) propose that 'richness' can be defined using five dimensions: 
length of response, personal richness, analytical responses, action responses and 
descriptive richness.
Length o f response
Rich data can be achieved by enabling the participant to speak freely and at length about 
the interview topic by asking open questions. As the interview progresses and the 
participant relaxes, they may be more able to speak freely and provide in-depth answers.
Personal richness
Questions that require the participant to make self-references have been noted to lead to 
rich answers. Participants' health has also been linked to the production of rich data, 
perhaps because they are able to remain close to the interview topic and not distance 
themselves. It has been suggested that interview questions that are phrased in the past or 
the present are more likely to produce more rich data compared to questions that ask 
about the future. The is because focusing upon the future may require the participant to 
move away from the topic and/or, have less to say in response to the question being asked.
Analytical richness
Topics that may have personal significance to the participant may enable the participants to 
speak at length and not feel that they need to be an 'expert'. Participants may be able to 
reveal information that provides references to insight and causation.
Action responses
Asking open questions later in the interview has found that participants can use more 
action words. A focus on behaviour and providing information on this was linked to healthy 
participants more than unhealthy participants. This may be because they are less active and 
so, perhaps more restricted in what they can talk about.
Descriptive richness
The researchers did not find any significant predictors to achieve this.
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Yardiey's (2000) guidelines
Sensitivity to context
As suggested Yard ley, I became familiar with the context of my research by consulting the 
theoretical contributions already made by other researchers, evaluating similar and 
relevant research studies and reflecting upon their methods, analyses and findings. I have 
also been aware of my biases and assumptions in order to fully monitor my own 
observations and explanations. I become grounded in the philosophical underpinning of the 
approach utilised and the related differing perspectives in order to be fully immersed in the 
analysis. I was mindful of the socio-cultural setting of the study and how language, social 
interaction and culture may manifest during participant interviews. I was also very aware of 
my role as researcher and how I may influence the stories through my interaction and 
dynamics with the participants. I endeavoured to be receptive, curious and open minded to 
hearing participants' stories and to minimise any power dynamics involving me as the 
'expert'. I made sure that the participants were aware that confidentiality and anonymity 
were paramount.
Commitment and rigour
I undertook all aspects of the research thoroughly. I ensured I was competent in the tasks 
undertaken and sought guidance and support when required. I became immersed in the 
research and in particular, the data analysis in order to become fully familiar with it. Rigour 
was achieved as it was felt that the data collected supplied rich information adequate for a 
comprehensive and in-depth analysis. Triangulation of data occurred in order to ensure 
that interpretations were grounded in the data.
Transparency and coherence
This was achieved by taking careful and detailed account of how decisions, analysis and 
interpretations were made and founded in the data. A reflective log was kept that was 
useful in deconstructing how decisions were made and recording my subjective responses 
as a researcher. Coherence was achieved as thought was given to how the research 
questions and the philosophical underpinning chosen were an appropriate choice. I also 
considered how the method and analysis undertaken were also deemed the best choice for 
the research question. I also embraced self-reflexivity and was aware of the importance of 
this throughout the current study.
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Impact and importance
I was aware of the socio-cultural impact of the current study and how it could provide new 
findings and add to other existing theory. I was mindful of how findings could impact upon 
clinical practice and this may facilitate other developments in the research and clinical 
world in regards to South Asians groups.
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6.12 Appendix 12: Extract of an analysed interview transcript
Interview D
398 P: You know It gave me a buzz and a high. 1 liked it. I liked cannabis and I was
399 smoking cannabis for a few years but then when I got hooked class A drugs
400 that's when everything went a bit rnessed up. -Wrm,
402 I: Hmm you said things got a bit messed up, what do you mean?
404 P: Like, I started like asking my parents for money and on a regular basis I x
405 was asking my family for money when I was on benefits or something like that
406 XXX I became a thieve and that sold my whole stuff and everything come -u
407 home and take my TV and phone and sell it and when 1 get paid benefits I get
408 another phone and give it again after a few days.Jjwas hassling my mum and
409 dad for money, everyday for 5-6 times keep asking tïïemlôr money, money,
410 money a n T îR iîs ^ ^  it got messed up for me. • f^c<s>LU cn i ^  -^crp'» jp
414 P: Yeah it affected my family as well like eyeryone found out that it was
415 something bigger than normal cannabis, like my all my aunties and that found iy>ft>rrY'‘= ^
416 out, like he must be taking something dangerous. n iS
417 V A /r
418 1; Hmm and what happened at home when your mum and dad, brothers-and
419 sisters and also all your aunties and uncles found out?
420 I
421 P: The aunties that I had a good relationship with broke down cause they K rv - ' •
422 were scared that I would take something of theirs, which I rarely did, rarely did. ^
423 My aunties thought I would take something of theirs and go and give it to a
424 drug dealer you know, but sometimes I did do It because I was like the type of ^
425 person that was craving so much and even though I was getting money on a 2 .Î_ L ——V
426 regular basis I was still taking things from them and giving it to the drug dealer p jo
427 was trading (?) in mobile phones you know and then they didn’t like me that
428 much and want_e_d_meJo.g.o forMP and so put me in (namel hdspital. —
429 They put me I n  (name) hospital. This hospital wasn't famous (?)
430 before. They put in for 28 days, they still came to visit me everyday but I was ____________
431 there for 28 days. They told me that doing drugs aint good for you, but I got
432 out after 28 days and I was still doing. 1 was still doing it and then I went to
433 Bangladesh for 6 months, stayed clean there and then as soon as I got to ------     '
434 London I done it again. The same day I arrived in London I started using
435 again.
436
437 I; And how did it feel when you were in (name) hospital for 28 days?
438 What was that like? . .
439 ^
440 P: It was bad you know. I ^yS^andle it, L was telling my friends and
441 eveiything and that I was staying at my brother's house. I wasVrnbiriassed I
442 was' in a menjalhpspital ^ flrst, I was lying to everyone and was telling'fhaT uospL-tTs
443 mv parents were savinq that l was in mv brothers'house in (place) for 
^  °"» month.
445
446 1: Hmm, what was embarrassing, what kinds of things?
447
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448 P: (Speaks over me during the last few words) L.|jieJiL.ajX!g.DJaLhospital, like \
449 you know, like hearing voices and that, I felt embarrassed and thènî didn't
450 feel good and something wasn't right having to lie to them.
451  - ................
452 I: And did they ever find out the truth? .
453 Ivc, -trc'
454 F: Yeah they found out the truth, yeah. When I got out and came to.
455 (name of hospital) and I was going to my mum’s house from here and I told
456 them that I was In here last time as well in 2005 and this is my second time in
457 hospital, a long time, a long time thing you know. This time I just got so used /” .-gatoLO» (
458 to talking about it, talking aboutjt, I was telling people the truth that I was in
459 hospital , _
460
46] I: And how did that fee! to actually be able to tell the truth? , ?/, N
462 I
463 P; Um, I got used to it telling them and my family feel a little bit bad saying my .
464 son's beenJtiaJiospjtalM-the,past,,fpur.years.like a mental hospital Like
465 people are going to think he's so unwell, like aunties and uncle and that. At ^
466 first they said that I am at mv brothers working In  (name of place) but
467 then they found out the truth, rhÿ family told them the truth that he's been In
468 hospital and that. '
470 I: Hmm so first of all your family tied ... .
471 ^ ---- j y  ' ,
472 P: Hmm.
473
474 I: ...By saying you're in and then eventually then said he's actually in
475 a hospital?
476
477 P: Hmm, yeah.
478
479 I: That’s very interesting, why do you think they lied? ,
480
481 P: Because they didn’t want, our family was like so gdod in a way, like you
482 know, like I don't know how to explain it but (pauses and laughs) ^
483
484 I: (Laughs) That's alright take your time. r
485 io O - t  ^  ^  ^
486 P: Um, my famiiy, never happens, nothing happens like that in my family you j
487 know. It was shocking what happened to me, it was shocjdng, everyone was, ^
488 they.didniJike it that I was on drugs and everything. No one liked abouFit and
489 they were right, thev wanted to keep a reputation you know and didn't like ■Bo
490 want to say that I was in a mental hospital and that, you knov/ they didn't want
491 to say that. First they tied, but then told the truth. -,
492 3
493 I: Why do you think they then told the truth?
494
495 P: Cause they know I was going to say it one day or another (laughs)...
496
497 I; (Laughs) OK. r-tirp'J
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498
499 P: ...What happened, so its better they say it before I said it (laughs).
500
501 I: How long was it before they...
502
503 P: (Speaks over me during last few words) About'3-4 month they said I’m In
504 ______ (name of place) first 3-4 months and then they admitted then they
505 told them that I was in hospital. |
" H  "d fh  ,
509 P; Because I went from hospital to my house and I met my aunty a few times,
510 they were staying at my mum's house. o f
506
507 I; Hmm.
508
511
512 I: Hmm.
513
514 P: Yeah.
515
516 I: How did it feel to know that your family lied about v/here you were?
517
518 P: (Looks like he need's more clarification about what I was asking)
519
520 I: What was going through your mind when you found out?
521
522 P: I told them like be honest. I told them tell them the truth, tell them I'm in
523 hospital and not outside but my dad always told them that he’s in hospital, but
524 my my mum didn't want to tell nVdne;.'.  ............ ...................... ........
526 I: Hmm
527
528 P: ...My dad told his side of the family.he's in hospital he wasn't well, he was
529 laughing to himself and he was hearing voices and stuff. So, he was
530 supposed to go to prison but we sent him there instead, sent him to hospital "iSYdtri
531 instead. Î
532
533 I: That's really interesting that dad said the truth and ... i/-ÊJuü3
534
535 D & I; (Say at the same time) Mum didn’t say the truth... \rr^c:^cAr
536
537 I: Have you got any ideas on why that happened? %
538
539 P: I don't know (laughs) She can be a little bit different sometimes, she can be m vpa r
540 difficult sometimes you know yeah.
541 -tACrCh
542 I: When you say she can be a little bit difficult, how do you mean? -rcj
543 y
544 P: Like my dad, say he always listens to us but my mum always thinks twice.
545 If you want something she thinks twice you know and my parents split with my
546 mum on one end, but my mum thinks twice, _
547 I
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548 I: Hmm can you think of why she's like that? Why your mum and dad are so
549 different?
550
551 P; Um, my dad Is a good dad and person like that with all our brothers and - to
552 sisters like and my mum like she's always thinking twice about everything, for «A ll
553 example my sister wanted to buy a car and we were all happy for her to buy v
554 an expensive car and my mum said nah the first car has to be cheaper than
555 that, the first can needs to be a little bit cheaper and you need to get used to
556 and you don’t need an expensive car. I don’t see the problem because In the
557 past she was driving and its fine you know and that's how I think but my mum \j<,
558 can be a bit difficult sometimes. ' r r ‘veac:j-5i / '
559 cxS
560 I: OK, so you said reputation was really Important to your parents and that's
561 why they lied about where you were...
562
563 P: Yeah.
564
565 I: ...Why do you think reputation is or was so important to them?
566
567 P: Because our famiiy was satisfied like in life. My family was from young till
568 like you know a good M y _ frp m  young like, you know #  had everything and
569 we were the first persons in our generation to haveJQod and evervthina arid
570 everything and we w ife  satisfied from a young age you know and likbkhey
571 were so thingy like everyone respected them you know... \
572 ^ h c fy ^ Z .  \
573 I: Hmm. c ^ - f fe c < c  • \
574 U K.OÙS't: r-cx-SjULCÆ ,
575 P: ...And everyone respected my family even though where we live everyone"
576 respected my family you know, no one would say anything bad about my
577 family cause my cousin a good man to everyone. He’s a chairman In the
578 estate we live In so you know people like him and that and he's a good guy
579 and that you know. So, that's why everyone like everyone gets along with him
580 and that's why XXX reputation... ^  c ,
:  rnmm. ,3 . ^ ^
584 P; j^ lo t  oLpepple say that his family is in a menial hospiial. this and that you v \
585 know. ■ ^jts t J
586 V \ \ s  ci^«3!rAv:ssi'0/-vj
587 I: How do you think your parents could haveTéIt ifothers did Know that about
588 you?
589
590 P: (Looks as more clarification maybe needed).
591
592 I: What kinds of feelings did you think your parents had about wanting to hide
593 where you were?
594
595 P; I don’t know you know (laughs).
596
12
IVtajor Research Project
Research Dossier 215
Interview D
597 I: Sometimes when families have to teii other people their son or daughter or
598 husband or wife is in hospital, you said you know how they can perhaps feel
599 embarrassed or...
600
601 P: Yeah.
602
603 I: ...Or sad or guilty maybe, what kinds of things do you think your parents
604 were feeling?
605
606 P: They were feeling embarrassed, they were embarrassed that I was jn
607 jTO spiM   0
608 I
609 1: What do you think other people would think about you and your family If they
610 knew the truth... (sentence unfinished)
611
612 P: That I'm In hospital?
613
614 I: Yeah,
----------616 P: It feels like put mv family down a little bit that's probably how my mum and
617 dad thought. Like put my family down like say there's a mental in the house. •
618 probably something like that you know. Probably what mum and dad thought
619 like that's why he probably didn't tell anyone the truth at first. ^  ^  ^
620 ------------------------------------------------
621 I: OK, so you said a bit about um religion um that you believe In your religion, C J I
622 but you practice everyday and a bit about your admission. Can you think P
623 about how your culture, your Bengali culture. Is there anything about your
624 culture that is important to you?
626 P; Hmm, not really no. 6 r  f -
627 ,
629 " i -  * r y v c = ^
630 P: Like. I'm them kind of person that, who just likes to. Um, I care about my
631 religion and culture and I respect It but I still wear an earring (points to earring)
632 like Muslim mans don’t have earrings but I still wear It, I don't care you know,
633 my mum and dad knows I wear it even though they are religious and they told
634 me a few times. I told them it's my life and I want to wear it so they give up
635 telling me like to not to wear it and that. So, I don't really care you know.
636------------------------------------------------------------ — --------------— -----------
637 I: Hmm.
638
639 P: So, why do think you don't care so much?
641 I: Cause I’m one of these bad bovs. like those nauohtv bo vs. See they were 1 ^  textCG-j
642 naughty back in the days as welltfu l they've changed, they are working and '
643 everything and even though they take drugs they work and they take drugs
644 and everything. It’s just me like lust me In the hospital receiving benefits and
645 smoking with the benefit money you know, it's quite embarrassing for me as
646 well. I like, I llkejwant to be like them’when I get out again and get a job and
-to  eo ^ ei'S ' ..to
r-n. <£>-tïA.09
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647 do whatever I like but I cant do whatever I like cause I’m on the Home Office
648 section, Ministry of Justice section. So, it puts me off sometimes when I think
649 of the Ministry, of Justice, it’s just and then my family are an issue, not so
650 happy about and they don’t understand the Ministry of Justice section. They
651 understand a little bit, but not fully, not my my mum and dad but my brothers
652 and sisters...understand. My mum and J a d r ih e V  fihd it ,gu ite_# iau lt to
653 understand the Ministry of Justîce'section. ~ wSSv/nO.S'
654 I !
655 I: Hmm, so what do you think they do understand?
656
657 P; They do understand that I got a case Worker and they know I take drugs
658 and then they stopped the leave and everything and they wont let me out for a
659 long time and if I do take drugs. They don't know that if I'm discharged and I
660 take drugs like they will bring me back, they don't know anything like that.
661
662 I; And you said you brothers and sisters do know and understand.
663
664 P; They do understand the Ministry of Justice section yes.
665
666 I: OK and how does that feel for you that perhaps your parents don’t
667 completely understand and know what might really happen? •
668  ^
669 P :J ^  had psychologist session w ith_________ (name) and my mum and dad
670 came down, about eight sessions and he explained to them like the section
671 and everything. So they got a rough, a little bit of idea better than when I first
672 got here, they didn't have a clue what was going on here you know.
676 P; So, after three years we had psychology sessions and they found out like
677 little bit what it means the whole Ministry of Justice section.
678
679 I: You mentioned having psychology sessions, can you tell me a bit more
680 about that?
681
682 P: Me,   _ (nam e of psychologist), my family and my care coordinator
683 like a social worker had meetings like where was I gona go from here cause I
684 was doing reaily well, I was like going out on my own from this ward, I was f
685 ' “ gd lng^ts ide  on my own and"nivasri't T a k in g  mgs T # T cô m îh g 'M ck ' clean J— - —  ------ -
686 all ti]fi4pe  and then they decided where am I going to stay and go from there,
687 srmgyJGDt mv family and they got involved and explained the session and
688 @ver#jm T h e v  said where do you want your son to go from nerev Tnev said
689 /tTFey wanted to take me back to thëTioûse, but (name ofpsvchologlst)
690 / said it's not possible. We can give him a flat and that and discharge him and tia-fcn)
691 / they gave me a flat and tried to discharge me but I messed up and that so 
6921 they held back and took my flat away.
693;' \
6941 I: So, what was it like having these psychologist sessions w ith  , you r\
695 \  care coordinator and your parents?
696 '■
' . fTNS'r ?
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P: I felt good because my mum and dad could .understand yoii .knowjhe 
serious consequences cause thev tiie ones thal.Du.Lme here in this ward 
basically. Weil.half them and half me. half of me was saying I want to go to 
prison, halîvpf me'was saying I want to go to hospital and fully my cousin 
wanted me toXome to hospital cause I wasn't well...
I: Hmm.
r< t[
P: ...And they wanted me to get over my drug addiction, stop hearing voices 
and stop laughing to myself, so.
I: Hmm.
P: Yeah.
I: So, half of you wanted to go to prison, how come?
P: Because I wanted to get over it cause I knew like I wasn’t going to get 
much attention, 11 didn't know know what was going to happen to me if I was 
to go to hospital before I come I was worried about injections and all these 
things. I was wprried about XXX and going to prison but then again it was too 
late and they put me In here, my mum and dad so and sometimes I phone 
ibem-and-.JJtlaDieJhem. J__say_ look.whatjpu. done to_me, put me in hospital 
and trust me if I had gone To prison I Would have done 2 years max you know 
and I would have got out of prison and now I've been here for four years and 
cant and I'm on leave and everything, so I blame them. _  / 4»*^ ^
I: Hmm, we’ve been talking for hour an hour, do you want a break or do you ^VCXa I 
want to carry on?
P: Let’s carry on.
I: You sure?
P: Yeah.
I: You said um going to prison would have made things a little bit easier...
P; Yeah.
I: ...Can you imagine how you would be different if you had gone to orison 
compared to how you are?
P: XXX If 1 was to go to prison, I would have gone to prison, seen my friends 
come out and smoked more drugs again and do crimes again and go back to 
prison again and go in and out of prison It would have been but in hospital I 
earned my lesson and I know not to go and re-offend again or take olriïgs 
,/aaâimTilœ I might take drugs again, ,11J don’t know its easier easier easier to 
’ take and easier to do that sometimes', I don't think I wilrre^ofieriel adaiOT'
' lAArv^c: e
CIS
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6.13 Appendix 13: Long Summaries of participants' stories
A) Yasir
Yasir was a 42 year old British Pakistani male born in the UK. His religion was Islam, He had 
an English mother and a Pakistani father who died approximately fourteen years old. He 
had one older brother and three sisters, one of whom died due to a heroine overdose. He 
was a patient at a low secure mental health ward. Yasir did not want to disclose the 
circumstances under which he was admitted into the unit. Yasir referred to his mother and 
brother as his family. Before Yasir became a patient, he lived independently and had a job. 
During this time, he said that his relationships with his mother and brother were "distant". 
He would sometimes visit them and "just stay there for a while". Reflecting back on that 
time, he though he was unable to talk to them during those visits. He said, "my head was in, 
was in a cloud as I was taking drugs at the time". He later reflected, "I think I wasn't having 
much of a relationship with my family...my brothers, my sisters, my mum, my nieces and 
nephews". He did not wish to elaborate further on this.
He said that his relationships with his family were "about the same", as when he was at 
another hospital. Later in the interview, Yasir acknowledged that his relationships had 
changed since being a patient due to seeing his family less than previously. Over the last 
two years, he has met his mother and brother approximately on three occasions each. His 
mother had visited him infrequently and he had met her in the community. His brother had 
visited him once and the short duration of the visit left him upset. He revealed sadness over 
his limited family contact, for example "I've not had much contact with my brother 
recently, by telephone or letter" and in reference to the mother, "1 don't get to see her very 
much". In the absence of frequent visits, phoning his mother and brother and writing 
letters had helped him share his thoughts and feelings and feel close to them. Letters have 
allowed him to "...feel aware about their feelings" and know they are affected by his 
admission because "they don't know how long I'm going to be here". He has had "ups and 
downs" with his brother and mother because they are not happy with his admission and 
him taking medication. He can still talk to them "about the same", but his mother wants 
him to repair his relationship with his brother. He worries about his relationship with his 
mother because of her age and not knowing how she is. He sends her money when 
requested. His mother has had to take the responsibility of informing his siblings and 
extended family about his admission and make decisions about his care. He said that his
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mother has also had to "put up with" his brother on her own, but he was unsure if this 
would be any different if he was not a patient. Yasir was unsure whether his family has 
coped with his admission. Yasir has telephone contact with his sisters, nieces and nephews 
but he has not seen them since 2001, he said "I think things have happened in the family 
and er um me being a patient as well". Yasir wondered whether his actions had perhaps 
influenced his nephews' criminal activities. He stated, "maybe cause they have seen me me, 
the way have gone". Yasir spoke of not having contact with his extended family since his 
childhood, but through the Immam's help hoped to make contact with his cousins. He 
revealed that his sisters had married men from different racial backgrounds and that his 
mother has many grandchildren, but does not see them all, which upsets her. He revealed 
that his mother has had contact with the Quakers.
Yasir stated that he and his siblings "we're all supposed to be Muslim", however when 
growing up in the area he did, he didn't have opportunities to "focus on um um religion, 
like in school um like things after school". He reflected, "sometimes it was good and 
sometimes looking now wish I had learnt things like Urdu, practised my religion and saw 
more cultural things". He experienced cultural connections on holidays to Pakistan to visit 
extended family. Yasir has valued his contact with the Immam at the unit and also, prayer, 
for example "it's important, it helps me with my religion, helps me practise my faith". Yasir 
thought that being an Asian patient might affect his ability seek support from staff, but was 
not sure how. He spoke of having good relationships with staff and being able to talk to 
them and recognised that without this he would be "feeling like that I need someone to talk 
to". He spoke of having friends, finding therapy useful and enjoying trips to the community. 
He hoped that once discharged, he would be able to visit his father's home in Pakistan.
B) Dylan
Dylan was a 28 year British Indian man born in the UK. His religion was Catholic. His parents 
were Indian and originated from India. Before becoming a patient, he was in prison. He was 
a patient at a low secure mental health ward because "well, I was on a lot of drugs at the 
time, so I threatened to kill my family and then I got arrested" because his parents rang the 
police. He went to prison and was then transferred to hospital. A few months before being 
arrested, his parents had thrown him out of the house because they were having a 
"difficult" relationship. He used to have "very paranoid and very sick...strange delusions 
about them" and "pestering them for money...threatening them". Out of fear, his parents
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sought help from the police. This was about four years ago. When asked to describe his 
family, he said "just my two parents and my two sisters". His parents were in their late 
fifties and early sixties. He was the middle child with one sister is in her early twenties and 
another in her early thirties. He described Dylan described his current family relationships 
as "...me and my sisters still have no contact at all, but I get on alright with my parents 
now". Dylan was hopeful about his future, but ambivalent about his own ability to make 
changes in his life.
Dylan stated that as a boy he used to attend church with his family, which he stopped doing 
as he became more involved with friends. Dylan shared how he "used to get into trouble at 
school" and was "always rebellious" because "some people are just not born to follow 
rules....I don't know how to follow rules". He used to cause problems, "but things were not 
as bad as they got after...taking drugs" around the age of fifteen. He began breaking the law 
aged 10 or 11 years through a range of criminal and anti-social activities. He "manipulated" 
his parents and took advantage of them because "they're not very strict". Before taking 
drugs, "things used to be OK" and "was just feeling normal". He used to spend time with 
and talk to his parents and sisters. Dylan stated that when on drugs, "all I want to do is die" 
and not "care about much else". Dylan described experiences of manic depression, 
psychosis and drug taking to be "quite a disturbing time", involving him "trying to commit 
suicide all the time" over the last twelve years. Dylan was unsure if his parents understood 
his difficult experiences. They could "understand there is a lot of sick people on drugs", but 
they wanted him to "die as well", which they "used to say all the time".
Dylan described his current family relationships as "me and my sisters still have no contact 
at all but I get on alright with my parents now...I don't pester them for money and if they 
buy me stuff I pay them for it. I don't threaten them and 1 don't want to harm them and I 
don't have no strange delusions about them and things are alright now with my parents". 
He spoke of his sisters as "not really bothered" about him because he "caused too much 
problem before". He informed me "I don't care about them and they don't care about me 
and its fine, yeah. I accepted that a long time ago". Dylan has had telephone contact and 
visits from his father. They don't discuss his sisters, but he has felt "glad" his sisters live at 
the family home because his parents "are too old to deal with...problems". He thought that 
their "life's a lot easier" and "less chaotic" as "they don't have to worry about the police or 
drugs". He has extended family, but has never really formed relationships with them, as he
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is known as the "trouble maker" and has been getting into "trouble for a long time". He 
thought they are aware of his circumstances and were unaffected by his circumstances.
He has attended hospital church service to escape the ward environment, as he said "this 
place just destroys me" because of the stresses of being around other unwell patients. He 
has formed good relationships with staff and patients, but has been unable to seek support 
when he has felt low and suicidal, as he has felt unworthy and undeserving of it because of 
shame, guilt, sadness and regret over his past actions. Dylan has coped with his experiences 
by not caring, for example, he shared "I mean not care about what people think, yeah, 
probably have been like that yeah (pause) or maybe I used to care and then I stopped 
caring over all the years, that's what things do to you, yeah". Dylan said, "I just want to 
forget about the past and move on, that's all that matters now". Dylan does not want to 
return to the family home, "I remember all the bad things that I used to experience there 
and (laughs) it would never work out. I'd always be worried...he'll call the police and I'll be 
back in hospital". Dylan was hopeful about the future and wanted to continue good 
relationships with his parents. He wants to have a fulfilling life with a job, flat, have dates 
and develop his interests. He has feared a relapse and has believed that if he does, he will 
commit suicide to avoid hospital or prison again. He has often contemplated if life is worth 
living and thought about suicide.
C) Samir
Samir was a 23 year old British Bangladeshi man born in the UK. His religion was Islam. His 
parents were Bangladeshi and originated from Bangladesh. He has two brothers and three 
sisters. He was second youngest. His oldest brother and sister are married and live in 
Bangladesh. He is a patient at a low secure mental health ward because he set fire to his 
mattress when on another ward because he was "...frustrated" and "could not control" 
himself. The reason for his current admission was that his symptoms of Obsessive 
Compulsive Disorder (CCD) became extreme and unmanageable in the community. He said, 
"I was washing my hands too much. I was spending a lot of time in the bathroom, washing 
myself..." and he was "messing the house up". His father wanted him to receive hospital 
care so "brought...[him]...to the hospital", approximately two months ago.
Samir attributed the start of all of his difficulties to when, aged about 10 years old 
"someone pushed...[him]...in the canal" and after that he was "talking about black magic". 
He revealed how his parent thought he "might be possessed by a spirit and then they
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phoned the priest..." for assistance. He shared how he was bullied at school and thus, when 
he left school he didn't return and instead had teachers provided him with schooling at 
home. He stated that his OCD symptoms commenced around this time and he began to 
"spend a lot of time in the bathroom", washing his hands to the point that his skin was 
adversely affected.
Samir described his relationships with his family prior to becoming a patient and dating 
back to his childhood as marked with violence, family conflict and disturbance. He stated 
that his brother often bullied him, which involved "physically beating" and "punching" him. 
He thought this occurred because he was "really jealous" of him. Since being a patient, 
Samir said that his brother no longer bullied him because he had "changed a lot ever 
since...[he has]...been in hospital". In addition, he said, "...he's changed now...he doesn't 
bully me anymore...". Samir stated how one of his sisters had also assaulted him as a child. 
He said, "...she cut me in the face...she did it in purpose and she never apologised to me or 
anything". Since this incident, Samir has had a fractured relationship with her and they do 
not speak. Samir spoke of having a positive relationship with his eldest brother and sister 
who have resided in Bangladesh stating that they "looked after" him like his parents. He 
reported his relationship with his eldest brother being "...better than with everyone". He 
described his relationship with his parents as "alright".
Samir's current family relationships are "better" than before as his family are not exposed 
to difficulties related to his symptoms of OCD. He described his family as being supportive 
and believed "they coped alright" with the difficult experiences of mental illness because 
they are "calm" people. Samir said his father had visited him in hospital "every two days" 
and his mother "sometimes" visited. They brought home made food and sometimes Samir 
provided them with money if they needed it. Samir spoke of being aware of changes in his 
home life and with family members and how "...they get on with their lives". Samir 
reflected on how his stay in hospital had meant that conflict within relationships had 
lessened. He said, "they don't have trouble with me...my brother can't trouble me, my 
sisters can't trouble me. So, yeah it's alright". He imagined that his family "probably" 
missed him in the family home whilst he is in hospital. He was confident that his parents 
loved him the most compared to his siblings
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Samir spoke of his previous admissions and the pressure upon him to have the depot 
injections despite their "side effects" when he resided in the community. Samir spoke of his 
parents being in favour of the depot injection and the doctor not being willing to put him 
on "oral tablets" thus, he "just escaped" the situation. He "left home...became 
homeless...went to a hostel...for three months before they caught up with...[him]...the 
police and they brought...[him] back here [to hospital]". Samir expressed fear regarding the 
powers of the doctor to force him to take the depot injection and had contemplated 
marrying and residing in Bangladesh in order to escape the mental health system. Samir 
was hopeful about his future, he planned returning to the family home as well as 
establishing an independent life, having a flat of his own, to "...go to college...do some 
education, study film director and become a film director" and possibly get married.
D) Mihir
Mihir was a 25 year old British Bangladeshi man born in the UK. His parents were 
Bangladeshi. He described his family as "big" and he has four brothers and two sisters. He 
was a patient at a low secure mental health ward because he committed a robbery to fund 
drug taking whilst being "...unwell like mentally...hearing voices...", but was not sent to 
prison as he was assessed as having psychotic symptoms and so, he "ended up in hospital" 
for treatment.
Mihir started taking drugs as young as "fourteen, thirteen". Mihir attributed the start of his 
drug taking to when he began "...hanging about with older boys ... and the wrong crowd". 
Mihir shared the feelings of addiction to drugs and how it gave him a "buzz and a high". He 
smoked "...cannabis for a few years, but then...got hooked class A drugs that's when 
everything went a bit messed up". He described how when taking drugs, his ability to 
attend to his self care diminished, describing it as "it's so nasty, everything just goes out of 
control you know. So, I don't look after myself when I start smoking drugs". He shared how 
he became a "thieve" and "sold" his and the family's belongings in order to obtain money 
to fund his drug taking until his benefits were next due.
Prior to his hospital admission, Mihir described the quality of his family relationships as 
being affected by his drug taking. He described having been aggressive towards his family 
and "hassling" them for money "six seven times a day" to fund his drug taking. He said they 
were "scared" of him because he used to shout and throw items, such as "glasses" and
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"teacups" until they gave him some money. He revealed how family arguments were 
common and sometimes his sisters had rang the police, when the arguments were severe. 
He revealed how he lied and was "sly" to his family about his drug taking and refused to 
accept their advice to stop drug taking. Mihir shared how he does not take drugs when in 
Bangladesh as it is "quite strict there". He said, "it's just when I am in this country that I 
love taking drugs".
Mihir described feeling appreciation for his family since being in hospital, he said "...they 
brought me whatever I need and look after me so, well, that I can't forget my family, what 
they done for me, my younger sisters, my mum and dad and my older brothers. I can't 
forget about it. That's my family". He described having "sweeter" and "proper" 
relationships with his family because he uses "manners" when talking to them. He has felt 
guilt and remorse about his past actions and consequently, he has sometimes prayed and 
repented and asked for "...forgiveness for what...[he's]...done to...[his]...family...". Recently, 
Mihir has felt a part of his family and hugely supported by them due to their regular visits. 
In the absence of these visits, when his family were in Bangladesh for his brother's 
wedding, Mihir took an overdose on unprescribed medication because he felt "upset", had 
"lost hope" and thought he had "...no one in this country or help and support...".
Mihir stated that his life events, including his hospital admission were "shocking" for him 
and his family, they affected their "reputation" and was "embarrassing" for them. Mihir 
stated that the impact of the mental illness and inpatient admission to hospital affected his 
immediate and extended family and would continue to do so in the future. He reported 
that he and his family believed that their reputation and family name was tarnished, thus 
affected their status and the level of respect from the Bangladeshi community. Mihir 
described his father and brothers as being successful with family businesses in different 
parts of the UK and consequently, the family being "broken up" because the brother's 
business are "...so far and my brothers lives there you know so, our family is apart...". He 
described his family being worried about him because he has "...been in hospital so long...". 
Mihir described his family as being affluent and stated that his father "...likes driving cars 
and working hard and buying cars and houses, spending money in a good way...". Mihir has 
reflected upon his cultural and family values since being a patient, the kind of person he 
would like to be in the future and his onward life journey post discharge. Mihir expressed 
ambivalence about staying away from drugs and referred to this "...a fight between
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freedom or drug taking". Mihir spoke of having developed an understanding of himself and 
his difficulties through individual psychological therapy and spoke positively about this 
psychological help to his parents.
E) Abhay
Abhay was a 34 year old Bangladeshi man born in Bangladesh who has been in the UK since 
2000. Abhay revealed that his family consisted of his parents who are in their fifties, two 
married sisters who are all in Bangladesh and one brother who has lived in America for 
nearly twenty years. He was the third oldest child. In addition, he has three uncles, his 
father's brothers who are in the UK with their respective families. He was a patient at a low 
secure mental health ward because he physically assaulted a colleague when mentally 
unwell.
He came to the UK a year after marrying his wife, a British Asian Bengali woman in 
Bangladesh who he was introduced to by his uncle. The marriage symbolised a new 
beginning for him as he had no educational qualifications and no job in Bangladesh. Life in 
the UK was hoped to provide financial stability that would also benefit his family in 
Bangladesh. He came to "this country for a good life". He "found out after one year 
that..she was cheating" on him, which led to a divorce. Abhay was unable to cope with this 
shock and he was not a "really strong person, mentally strong to um (pause) manage 
everything". He revealed, "I was completely messed up my life and after that I had criminal 
personality and to the prison for eight months". When released from prison, he continued 
to "smoke drugs and alcohol" and then had a few hospital admissions. When he was well, 
he returned to Bangladesh six years ago to marry his cousin but became unwell again when 
he stopped his medication in England. It was around this time, the assault occurred, which 
led to his arrest, prison stay and the current hospital admission.
Abhay stated that "relationship is most important thing in my life" and that his 
"relationships are the same" due to daily telephone contact. Abhay shared how the main 
impact of his admission of family relationships, is the impact upon his family's mental 
health, for example "they are really worried about me because I have no friends and it's not 
my first time, a few times I been in the hospital and I have drug problem". They have 
prayed for him regularly. Abhay revealed feelings of isolation, "bit sad, stressful...only know 
three people in this country. I miss my mum, sisters and everyone". He has felt
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unsupported by family in the UK due to having had strained relationships with his uncles 
following the breakdown of his first marriage, his subsequent actions and how "their 
culture is different and they live in this country...they don't think abut anyone or anything 
else". He reflected on the loneliness and how "in Bangladesh every family they living with 
parents and looking after each other". He has felt helpless and powerless in his situation 
and said, "they can deport me back...I'm really worried about this...I don't have any choice". 
He as felt embarrassed and sad that he can not regularly provide financial assistance to his 
family and instead, he has said to his brother, "look after my mum, dad and my wife". He 
remembered being "very happy" in Bangladesh and said "I was very good person, I was a 
different person back home in Bangladesh". He has blamed himself for taking alcohol and 
drugs as a means of coping with his "stressful life" saying "that's when I messed up". He 
compared his misfortune to other cousins who came to the UK for a better life and live 
happily.
Abhay was hopeful about the future. He said, "I'm strong now, not angry...or frightened". 
He hoped to start a new life in England, doing courses, getting a job and a flat. He said, "I 
want to bring my wife over" and "start children". He shared that his admission has affected 
his wife greatly as it's her "first marriage...she misses me too much and she's only 23 years 
old". He believes she has coped with the situation because she is bound by cultural and 
religious values, for example "once you get married and settle down you have to there until 
er dead". He contrasted these values to the British culture with the view that "in this 
country in white people, if you are married and you have mental disability, your wife can 
leave you". She is also well supported by his family and is understanding as they are 
cousins. He believed that his family continued to support him because his mental illness 
does not affect his family relationships and " if I was born in the white family...maybe they 
don't bother". He spoke of the embarrassment and shame his parents have experienced 
within the Bangladeshi community when disclosing how their son who went to England to 
reform his life has mental illness and is in a mental health hospital. Abhay would feel more 
supported and reassured if his family were in the UK, so they could see each other more 
frequently.
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